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symptom-free around the clock 


a fast-acting antihistaminic 
a long-acting antihistaminic 


a sympathomimetic 


Co-Pyronil® (pyrrobutamine compound, Lilly) 

Histadyl® (thenyipyramine, Lilly) 

Pyroni!® (pyrrobutamine, Lilly) 

Clopane® Hydrochloride (cyclopentamine hydrochloride, Lilly) 


ELI LILLY AND COMPANY e¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


1960 ANNUAL MEETING 


Rehoboth — September 8, 9, 


WILMINGTON GENERAL HOSPITAL ISSUE 


Co-P yronil keeps most allergic patients 


Each Pulvule® Co-Pyronil contains: Histadyl* 
Pyronil® . 


Clopane” Hydrochloride . 12.5 mg. 


Usual Dosage: 2 or 3 Pulvules daily. Also available as Suspension and Pediatric Pulvules. 


** 


BENADRYL 


antihistaminic-antispasmodic 


gives prompt, comprehensive relief 


In sensitivity to tree pollens, BENADRYL pro- 
vides simultaneous, dual control of allergic 
symptoms. Nasal congestion, lacrimation, sneez- 
ing, and related histamine reactions are eftec- 
tively relieved by the antihistaminic action of 
BENADRYL. At the same time, its antispasmodic 
effect aids in alleviating bronchial and gastro- 
intestinal spasms. This duality of action makes 
BENADRYL valuable throughout a wide range 
of allergic disorders. 

BENADRYL Hydrochloride (diphenhydramine hydro- 
chloride, Parke-Davis) is available in a variety of forms 
including: Kapseals,® 50 mg.; Kapseals, 50 mg. with 
ephedrine sulfate, 25 mg.; Capsules, 25 mg.; Elixir, 
10 mg. per 4 cc.; and, for delayed action, Emplets,® 
50 mg. For parenteral therapy, BENADRYL Hydrochlo- 
ride Steri-Vials,® 10 mg. per cc.; and Ampoules, 50 mg. 


per cee. 25960 


PARKE-DAVIS | 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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CLINICAL REMISSION 
ARTHRITIC 


In disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.* Wie 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic”’ condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


‘ 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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Restores normal drive in 


emotional fatigue 


Deprol relieves undue tiredness, apathy and depressed 
moods as it calms anxiety —without the risk of 
liver damage or extrapyramidal symptoms fre- 
quently reported with energizers or phenothiazines. 


Emotional or nervous fatigue—undue tired- 
ness, apathy, lethargy and listlessness—cuts 
sharply into the patient’s usual physical 
and mental productivity. It is one of the 
most common conditions seen in every medi- 
cal practice. Untreated, emotional fatigue 
may mushroom into a depressive episode, 
anxiety state, chronic fatigue or a mixture 
of these disorders. 


BIBLIOGRAPHY (10 clinical studies, 714 patients): 


1. Alexander, L. (35 patients): Chemotherapy of depression—Use of meprobamate com- 
bined with benactyzine(2-diethylaminoethyl benzilate) hydrochloride. J.A.M.A.166:1019, 
March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Deprol as adjunctive 
therapy for patients with advanced cancer. Antibiotic Med.& Clin. Therapy. In press, 1959. 
3. Bell, J. L., Tauber, H., Santy, A. and Pulito, F. (77 patients): Treatment of depres- 
sive states in office practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. 
(31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section Two), May 
1959. 5. McCiure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment 
of depression— New technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 
1959. 6. Pennington, V. M. (135 patients): Meprobamate-benactyzine (Deprol) in 
the treatment of chronic brain syndrome, schizophrenia and senility. J. Am. Geriatrics 
Soc. 7:656, Aug. 1959. 7. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 8. Ruchwarger, A. 
(87 patients): Use of Depro! (meprobamate combined with benactyzine hydrochloride) 
in the office treatment of depression. M. Ann. District of Columbia 28:438, Aug. 
1959. 9. Sette, E. (52 patients): Treatment of depression in the elderly with a 

prob te-b tyzi hydrochloride combination. Antibiotic Med. & Clin. Therapy. 
In press, 1959. 10. Splitter, S. R. (84 patients): The care of the anxious and the 
depressed. Submitted for publication, 1959. 

and 

11. Laughlin, H. P.. The Neuroses in Clinical Practice, Saunders, Philadelphia, 1956, 
pp. 448-481. 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. 
WALLACE LABORATORIES New Brunswick, N. J. 


Deprol acts fast to relieve emotional fatigue. 
It overcomes tiredness and lethargy, apathy 
and listlessness, thus restoring normal] vital- 
ity and interest before the fatigue deepens. 
On Deprol, improvement is achieved with- 
out producing liver toxicity, hypotension, 
psychotic reactions, changes in sexual func- 
tion or Parkinson-like reactions associated 
with energizers or phenothiazines. 
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ANOTHER YEAR OF SYMPOSIA... 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 9th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANCHORAGE, ALASKA 
Saturday, June 11, 1960 
The Westward Hotel 
WEST POINT, NEW YORK 
Thursday, Friday, Saturday, 
June 16, 17, and 18, 1960 
United States Thayer Hotel 
*MADISON, WISCONSIN 
Thursday, June 23, 1960 
The Holiday Inn 
“SPRINGFIELD, MISSOURI 
Sunday, June 26, 1960 
The Holiday Inn 
“ROANOKE, VIRGINIA 
Saturday, July 16, 1960 
The Hotel Roanoke 
“SANTA ROSA, CALIFORNIA 
Friday, September 16, 1960 
The Flamingo Hotel 
"KANSAS CITY, KANSAS 
Friday, September 23, 1960 
Battenfeld Memorial 
Auditorium 


HOUSTON, TEXAS 
Saturday, September 24, 1960 
The Shamrock Hilton Hotel 


DEFIANCE, OHIO 
Wed., September 28, 1960 
Defiance College 


PHILADELPHIA, PENN. 
Sunday, October 16, 1960 
The Sheraton Hotel 


*HARTFORD, CONNECTICUT 


Thursday, October 20, 1960 
The Statler Hotel 


*GREAT FALLS, MONTANA 
Saturday, October 22, 1960 
The Rainbow Hotel 


ROCHESTER, NEW YORK 
Wednesday, October 26, 1960 
The Manger Hotel 


CHARLESTON, WEST VIRGINIA 
Sunday, October 30, 1960 
The Daniel Boone Hotel 


SiOUX FALLS, SOUTH DAKOTA 
Tuesday, November 1, 1960 
The Sheraton-Cataract Hotel 


*CHARLOTTE, N. CAROLINA 
Thursday, November 3, 1960 
The Hotel Charlotte 


*CLEVELAND, OHIO 
Wednesday, November 9, 1960 
Pick Carter Hotel 


*SOUTH BEND, INDIANA 
Friday, November 18, 1960 
The Pick-Oliver Hotel 


WESTCHESTER COUNTY, N. Y. 
Wednesday November 30, 1960 
Westchester Country Club 


ST. PETERSBURG, FLORIDA 


Saturday, December 3, 1960 
Tides Hotel and Bath Club 


*Acceptable for Category | Credit for members of American Academy of General Practice 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Yo 
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When enthusiastic gardening — or any 
of a host of other pleasant summer ac- 
tivities — brings on low back pain asso- 
ciated with skeletal muscle spasm, your 
patient need not be disabled or even un- 
comfortable for any length of time. The 
spasm can be relaxed with Trancopal, 
and relief of pain and disability follows 
promptly. The patient can usually con- 
tinue his normal activities while taking 
Trancopal. 


Lichtman’”’ used Trancopal to treat pa- 
tients with low back pain, stiff neck, 
bursitis, rheumatoid arthritis, osteo- 
arthritis, trauma and postoperative 
muscle spasm. He noted that Trancopal 
brought satisfactory relief to 817 of 879 
patients (excellent in 268, good in 448, 
fair in 101). “Chlormethazanone [Tran- 
copal] not only relieved painful muscle 
spasm, but allowed the patients to re- 
sume their normal activities with no in- 
terference in performance of either 
manual or intellectual tasks.’ 


Gruenberg” also prescribed Trancopal 
for 70 patients with low back pain and 
observed that it brought marked im- 
provement to all of them. “In addition 
to relieving spasm and pain, with subse- 
quent improvement in movement and 
function, Trancopal reduced restless- 


ness and irritability in a number of pa- 
tients.’ In another series of 193 pa- 
tients Kearney‘ obtained relief with 
Trancopal in 181 patients suffering 
from low back pain and other forms of 
musculoskeletal spasm. 


Trancopal enables the anxious patient 
to work or play. According to Gruen- 
berg, “In addition to relieving muscle 
spasm in a variety of musculoskeletal 
and neurologic conditions, Trancopal 
also exerts a marked tranquilizing ac- 
tion in anxiety and tension states.’ 
Lichtman' found that his patients in 
anxiety and tension states “. .. were in 
many instances able to continue their 
normal activities where previously they 
had been considerably restricted in their 
activities.”’' “. .. Trancopal is the most 
effective oral skeletal muscle relaxant 
and mild tranquilizer currently avail- 
able.” (Kearney )* 


Side effects are rare and mild. “Tran- 
copal is exceptionally safe for clinical 
use.’”* In the 70 patients with low back 
pain treated by Gruenberg,* the only side 
effect noted was a mild nausea which oc- 
curred in 2 patients. In Lichtman’s 
group, “‘No patient discontinued chlor- 
methazanone [Trancopal] because of 
intolerance.” 
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A TRUE “TRANQUILAXANT” 


@ In musculoskeletal disorders, effective in 91 per cent of patients.° 
@ In anxiety and tension states, effective in 89 per cent of patients.° 


@ Low incidence of side effects (2.3 per cent of patients). 
Blood pressure, pulse rate, respiration and digestive processes 
are unaffected by therapeutic dosage. It does not affect the 
hematopoietic system or liver and kidney function. 


@ No gastric irritation. Can be taken before meals. 


@ Noclouding of consciousness, no euphoria or depression. 


Indications: 

Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Dysmenorrhea 

Neck pain (torticollis) Premenstrual tension 
Bursitis Anxiety and tension states 
Fibrositis Asthma 

Myositis Angina pectoris 

Ankle sprain, tennis elbow Alcoholism 

Osteoarthritis 


Rheumatoid arthritis 
Disc syndrome 
: Postoperative muscle spasm 


How Supplied: Trancopal Caplets® 
oo ae) 200 mg. (green colored, scored), bottles of 100. 
aw 100 mg. (peach colored, scored), bottles of 100. 


Dosage: Adults, 200 or 100 mg. orally three or four 
times daily. Relief of symptoms occurs in from fifteen to 
thirty minutes and lasts from four to six hours. 
References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 
4:28, Oct., 1958 + 2. Lichtman, A. L.: Scientific Exhibit, Internat. 
Coll. Surgeons, Jan. 4-7, 1959, Miami Beach, Fla. + 3. Gruenberg, F.: 
Current Therap. Res. 2:1, Jan., 1960 * 4. Kearney, R. D.: Current 
Therap. Res. 2:127, April, 1960 « 5. Collective Study, 

Department of Medical Research, Winthrop Laboratories. 


LABORATORIES 
New York 18, N.Y. 


TRANCOPAL (BRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG. U.S.PAT. OFF. PRINTED IN U.S.A. 


1474M 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS. COPYRIGHT, 1960, WINTHROP LABORATORIES 
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Schaffer’s 
Diseases of the Newborn 


Here is richly detailed and immediately usable help on the 
recognition and management of diseases, disorders and 
anomalies of the newborn child. Dr. Schaffer pays full atten- 
tion to both common and uncommon diseases. The book’s 358 
vivid illustrations make up a virtual atlas of neonatal 
pathology. 


The physical examination which should be performed on all 
newborn children is described in meticulous detail. Special 
attention is given to signs and symptoms, definite or question- 
able, which may indicate the presence of disease. Common 
and puzzling signs such as dyspnea, cyanosis, jaundice and 
diarrhea are thoroughly discussed with thoughtful investiga- 
tion of differentiating features. Case histories are frequently 
cited. 


Sound advice is given on etiology, pathology, clinical course, 
diagnosis, treatment and prognosis of such disorders as: 
atelectasis, congenital diaphragmatic hernia, aortic stenosis, 
meconium ileus, omphalocele, undescended testicle, acute 
pyelonephritis, etc. Inborn errors of metabolism, disorders 
of the blood, the eye, the skin, and the endocrine system are 
all well covered. 


By ALEXANDER J. SCHAFFER, M.D., Associate Professor of Pediatrics, 
The Johns Hopkins Medical School and Pediatrician to The Johns 
Hopkins Hospital. With the assistance of M1ILton Marxkow1r1z, M.D. 
About 1078 pages, 642” x 10”, with 358 illustrations, some in color. 
About $20.00. New—Ready in June! 


Special Reprint!—Garrison’s 
History of Medicine 


You'll find this classic work an intriguing addition to your 
library. A special limited edition of the Fourth Edition (pub- 
lished in 1929) has just come off press. Although the book has 
been out of print for nearly 15 years, copies of it have con- 
stantly been sought after. The Journal of the American Medi- 
cal Association said of it: “Compact and crowded with facts, 
but pleasant reading throughout, 
clear and concise, rich in happy 
phrases, apt quotations, with occa- 
sional flashes of humor, and many 
historical and cultural allusions.” 


By the late Fretpinc H. Garrison, M.D., 
formerly Lieutenant-Colonel, Medical 
Corps, U.S. Army, Surgeon General's Of- 
fice, Washington, D.C. 996 pages, 6” x 9”, 


Name 


Please send me the following books and charge my account: 

Moyer and Fuchs— Edema. $16.00 
Schaffer —Diseases of the About $20.00 
Garrison’s History of Medicine. 
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Moyer & Fuchs— 
EDEMA: 
Mechanisms & 
Management 


Here is an up-to-the-minute and practical 
guide to what you can and should do for 
your patients with edema. It presents all 
the useful information to come out of 
the Symposium on Salt and Water Reten- 
tion held at Hahnemann Medical College 
this past December. 


123 authorities tell you what they have 
learned about the mechanisms and man- 
agement of edema. Immediately usable 
help is given on the treatment of edema 
associated with such problems as: hyper- 
tension, pregnancy and premenstrual 
tension, renal disorders, liver disease, and 
congestive heart failure. 


Latest advances in the use of diuretics 
are carefully considered: xanthine diu- 
retics, mercurial diuretics, triazine com- 
pounds, thiazide derivatives, antialdo- 
sterone agents and steroids, etc. 


Edited by Joun H. Moyer, M.D., Professor and 
Chairman of the Department of Medicine; and 
Morton Fucus, M.D., Assistant Professor of 
Medicine, Hahnemann Medical College and 
Hospital. 883 pages, 642” x 934”, with 286 illus- 


with numerous portraits, many rare. trations. About $15.00. iiasin: Muah Minding’ 
$13.50. Reprint of Fourth Edition! aie y 
W. B. SAUNDERS COMPANY, West Washington Square, Phila. 5 SJG 6-60 


Address 
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more 
control 


INDICATIONS 
Hrap: temporomandibular 
muscle spasm @ Neck: acute 
torticollis, osteoarthritis of cer- 
vical spine with spasm of cervical 
muscles, whiplash injury e Cuesr: costochondritis, intercostal myositis, xiphodynia BACK; 
acute and chronic lumbar strains and sprains, acute low back pain (unspecified), acute lumbar arthritis 
and traumatic injury, compression fracture, herniated intervertebral disc, post-disc syndrome, strained 
muscle(s) e Exrremittes: acute hip injury with muscle spasm, ankle sprain, arthritis (as of foot or knee), 
blow to shin followed by muscle spasm, bursitis, spasm or strain of muscle or muscle group, old fracture 
with recurrent spasm, Pellegrini-Stieda disease, tenosynovitis with associated pain and spasm. 
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with 
skeletal muscle 


a new muscle relaxant-analgesic 


Many conditions, painful in themselves, often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new dual-acting muscle relaxant-analgesic, treats both the pain and 
the spasm with marked success: In clinical studies on 311 patients, 12 investigators’ 
reported satisfactory results in 86.5%. Each ROBAXISAL Tablet contains: 


e A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects... .... . 400 mg. 
* Methocarbamol Robins. U.S. Pat. No. 2770649. 


e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
and which has added value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


INDICATIONS: is indicated when analgesic as SUPPLY: Rosaxisat. Tabicts (pink-and-white, laminated) 
well as relaxant action is desired in the treatment of skeietal in bottles of 100 and $09. 

muscle spasm and severe concurrent pain. Typical condi- 

tions are disorders of the back, whiplash and other trau- Alize available: Rosaxiw Injectabic, 1.0 Gm. in 10-cc. am- 
matic injuries, myositis, and pain and spasm associated with — pul. Rosaxin Tablets, 0.5 Gm. (white, scored) in bottles of 


arthritis. 56 and $00. 
A. H. Robins Co., Inc., from: J. Allen, Madison, Wisc... B. Billow, New N. ¥ Decker, Richmond, Va.. 
Ga., R. B. Gordon, New York, N. Holenbled, Schenectady, N. Y.. York, N.Y N. LoBue, 
Nachman, Richmond, Va., A. Poindexter, Los Angeles, Cal.. E. Rogers, Oy. » K. H. Strong, Pairheld, ia. 
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whenever digitalis 
is indicated 


Therapy: 
nt Concepts in Digitalis 
s, A.: Curre 


B.. and Levine, Company: 1954 


Lown, Little. Brown 


Boston 


BURROUGHS WELLCOME & CO. (U. 
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THE 
REALMS 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 
rN 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


“Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen.- 
able to the development of new pat- 
terns of behavior. . Freedman, A. 
M.: ‘oo Clin. North America 5: 573 
(Aug.) 1958. 


for additional evidence 


Bayart, J.: Acta a. belg. 
10:164, 1956. Ayd, F. J., Jr.: 
ifornia Med. 87:75 (A ug.) gq 
Nathan, L. A., and Andeiman, 
M. J. 112:171 


well tolerated by debilitated 
patients 


. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
he occurring in old age.” Smigel, 
J. et al.: J. Am. Geriatrics Soc. 
7: Van.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
med. 48:607 (Feb. 

21) 1957. Shalowitz, M.: Geri- 
atrics 11: 312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....!n chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.’”’ Santos, 1. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M. - 169: 14 
(Van. 3) 1959. Coirauilt, R., et a 
Presse méd. ~~ 2239 (o 

1956. 

South. M. J. 50: i382 ict’) "957, 
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does not imwels mental acuity 


. especially well-suited for ambula- 
tory neurotics who must work, — 
a Car, or operate machinery.” Ayd, F 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, C., Jr.: J. Florida M. 
A. 45: ‘bas (Nov.) 1958. 
H. C.: New York J. Med. 

(May 15) 1958. Farah, * #:1684 
a Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
botties. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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...well tolerated when 


...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
for combating staph and which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving .. .”* 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.” 


“‘.. indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’” 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.’ 


Information on dosage, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KANTREX Injection, 0.6 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm, kanamycin (as sulfate) in vial containing 3 ml. volume. 


REFERENCES: 1}. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. ¥. Acad. Sci. 76:363, 
1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, O.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 
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inallforms 
of rheumatic disorder 


The combined action of 
phenylbutazone and pred- 
nisone in Sterazolidin results 
in striking therapeutic benefit 
with only moderate dosage 
of both active agents. 


In long-term therapy of the 
major forms of arthritis, 
control is generally main- 
tained indefinitely with stable 
uniform dosage safely below 

3 that likely to produce 

significant hypercortisonism. 


In short-term therapy of more 
acute conditions Sterazolidin 
provides intensive anti- 
inflammatory action to assure 
early resolution and recovery. 


Sterazolidin®, brand of prednisone- 
phenylbutazone: Each capsule 
contains prednisone, 1.25 mg.; 

a Butazolidin® (brand of phenylbuta- 
ee zone), 50 mg. ; dried aluminum 

5 hydroxide gel, 100 mg. ; magnesium 
trisilicate, 150 mg. ; homatropine 
methylbromide, 1.25 mg. Bottles 

of 100. 


Geigy, Ardsley, New York 
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to relieve itching, burning skin lesions 
just press the button onthecan 


METI-DERM AEROSOL 


prednisolone topical 


for all steroid-responsive skin lesions - available with or without neomycin 


$.472 


there’s 
a better 
move 
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cratching... 
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...relief from pollen allergies 


more complete than antihistamines alone...more thorough than nose drops or sprays ' 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’® Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.! Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.* 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 


also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 mi.) provides s the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N.D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Illinois M. J. 112.259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


Relief is prompt and prolonged 
because of this special 
timed-release action 


then — the core disin‘egrates 
togive 3to4 more 
hours of rellef 


SMITH-DORSEY e« A DIVISION OF THE WANDER COMPANY « LINCOLN, NEBRASKA 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e nocumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 
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for 
the 


tense 


and 
nervous 


patient 


Usual dosage: One or two 

400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 

or aS MEPROTABS*— 400 mg. 
unmarked, coated tablets. 


TRADE- MARK 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and. 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical] 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


Miltown 


meprobamate (Wallace) 


wy WALLACE LABORATORIES / New Brunswick, N. J. 


j 

—— 

ra igs 

3 

- 
¥ 

: 

j 

j God 

: 
4 >. 

J 

te 

it 

: 

4 

an 

= 

: 

cas 

wh 

; 

3 

d 


3 
fn 2 
er 
Levies 
: 
= 
5 
= 
\\ 
ae 
& 
: 
: 
| 


JUNE, 1960 DELAWARE MEDICAL JOURNAL XXi 


when that early Monday morning telephone 
call is from a weekend do-it-yourselfer 


‘“..and this morning, Doctor, my back 
is so stiff and sore | can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
i) WALLACE LABORATORIES, New Brunswick, New Jersey 


(CARISOPRODOL WALLACE) 
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Squibb Announces 


Chemi 


lin Potassium 


pen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


penicillin 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 


With Chemipen it becomes possible as well as | 
convenient for the physician to achieve and main- 
tain higher blood levels—with greater speed—than ‘4. 
those produced with comparable therapeutic doses of ~ 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 


Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


therapy 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 


Dosage: Doses of 125 mg. (200,000 u.) or 
250 mg. (400,000 u. ), t.i.d., depending on the 
j~~ severity of the infection. The usual precautions 
must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- 
holic ), 125 mg. per 5 cc., 60 cc. bottles. 


*Knudsen, E. T., and Rolinson, G. N.: 
Lancet 2:1105 (Dec.19) 1959. 


Squibb Quality—the 
Priceless Ingredient 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: uid 


Sulfaguanidine .............. 2 Gm. 


Pectin 225 mg. EFFECTIVE ANTIDIARRHEAL 


Opium tincture .............0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ‘ 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon {=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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IN CONTRACEPTION... 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dual protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 


In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . . 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio. 


. with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


Distributed by GEORGE A. BREON & CO., New York 18, N. Y. 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. | 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 
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announcing a Major event 


in anticoagulant therapy... 


Certified—before introduction—by 5 years of clinical experience 


and published reports in the U.S.A., Canada and Great Britain. 


anisindione 


new oral prothrombin depressant 


ont rol at every stage of anticoagulant therapy rapidity 
of induction and recovery time PYECICtabi lity of initial 
and maintenance dosages SLA DIL1LY of therapeutic prothrombin 
levels during maintenance therapy VE rsibility of anti- 


coagulant effect with vitamin K, preparations...rapid return to 


therapeutic levels on remedication 


Well tolerated and relatively nontoxic 
omiting, proteiuria, 


akopenia yet observed 
precautions, and contraindicatio: 
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: . DARVO-TRAN relieves pain more effectively than 
i the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
; anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects of Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


Each Pulvule® Darvo-Tran provides: 
P Darvo-Tran™ (dextro propoxyphene and 
Darvon ... . 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 


A\S.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION Lill 


: Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 

Darvon® (dextro propoxyphene hydrochloride, 
ue Usual Dosage: Lilly) 
Pr 1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


2 ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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SARCOIDOSIS® 


@ An outstanding authority discusses all as- 
pects of sarcoidosis from etiology, through 


widespread manifestations, to treatment. 


First, I must say how honored I feel to 
have been asked to deliver the first of what 
I am sure will prove to be a most important 
series of lectures. You are certain in the 
future to have many lecturers more dis- 
tinguished than I, and it seems to me that 
I shall have to work hard in order to live 
up to my successors. 


Definition Of Sarcoidosis 


It is just as well at the beginning of a 
talk to define one’s subject as clearly as 
possible. Of course it is always dangerous 
to try to state exactly what you propose 
to talk about. Oscar Wilde pointed this 
out in his play, ““Lady Windermere’s Fan.” 
When in that play Lord Darlington is asked 
by the Duchess to explain what he really 
means, he replies, “I think I had better 


*Presented at the first annual lecture on ‘Diseases of the Chest,’’ 
Wilmington, March, 1959. Sponsored by the Delaware 


Academy of Medicine and the Delaware Anti-Tuberculosis 
Society. 

**Director of Studies and Dean—Institute of Diseases of the 
Chest, University of London. 
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J. D. Scappinc, M.D.** 


not, Duchess. Nowadays to be intelligible 
is to be found out.” But at the risk of 
being found out, I shall attempt the task 
of stating exactly what I’m going to talk 
about. 


The problem of the definition of sarcoi- 
dosis is a difficult one, which many people 
try to side-step by entering into an historic 
account of the way our concept of this 
disease developed. Yet the historic ac- 
count is important because it puts the 
whole thing in its right perspective. These 
accounts start by telling us that the English 
surgeon, Jonathan Hutchinson, in 1877 
described a peculiar skin eruption on the 
legs of a patient whose name was Mor- 
timer, and that he published this under 
the title of ‘““Mortimer’s Malady;” a self- 
effacing procedure which few physicians 
these days would adopt. This was followed 
by further descriptions of the skin lesions 
by the continental dermatologists Besnier 
(1889) and Boeck in 1899 and 1905, from 


231 


3 
as 
: 
- : 
‘ 
a “ 
; 
k 
4 
4 
. 
, 
th 


DELAWARE MEDICAL JOURNAL 


whose names the title given to the disease 
on the Continent of Europe, the Besnier- 
Boeck Disease, is derived. ‘These derma- 
tologists recognized at this time that al- 
though they were describing a skin lesion, 
there might be other manifiestations. They 
particularly noted that the lymph nodes 
and also the spleen might be enlarged. 


The next contribution to the evolution 
of our idea of this condition as a recog- 
nizable disease group was made by Heer- 
fordt, who in 1909 described a syndrome, 
which is called on the Continent of Europe 
by his name, of uveo-parotid pseudotuber- 
culosis in which there is a chronic affection 
of the uveal tract of the eye giving rise to 
an iridocyclitis and enlargement of the 
parotid salivary glands. A little later, in 
1914, Schaumann brought all these various 
manifestations together, pointing out that 
they had a common histological pattern, 
and also pointing out that they were often 
accompanied by radiological and other 
changes in the lungs. In 1919 Jiingling 
described specific changes in the bones of 
the hands which appeared to belong to the 
same general syndrome. Having given this 
sort of historical survey, many people talk- 
ing about sarcoidosis make no further at- 
tempt at definition, but hope that their 
audiences will sit back happily, thinking, 
“Obviously he’s talking about the same 
thing as all these authors he has quoted.” 
But I think we must try to be more precise, 
and attempt a clearer definition than this. 


Sarcoidosis Defined 


It is important to realize that a defini- 
tion should be a statement of the criteria 
by which, in principle, it can be decided 
beyond doubt whether any given example 
belongs to the category being defined. It 
is not necessary that the defining criteria 
should be such that in practice they can 
be ascertained in every case. In practice, 
we will also have a set of diagnostic criteria; 
these are features which are ascertainable 
in practice and discovered by study of the 
defined group to discriminate it more or 
less precisely from other groups, so that 
the presence of a suitably chosen combina- 
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tion of them will permit us to say with a 
high degree of probability that a case be- 
longs to the defined group. 


Let me give an example. Influenza can 
be defined as ‘‘an infection caused by the 
influenza virus;” but it is difficult to isolate 
an infiuenza virus, and in practice we are 
content with indirect evidence, such as a 
rise of antibody in the serum of the patient 
between the acute and the convalescent 
phase of a febrile illness, to indicate the 
probability of an influenza infection. Thus, 
a rise in serum antibodies is an acceptable 
diagnostic criterion of influenza. 


Unifying Feature 


The one unifying feature of all the vari- 
ous manifestations of sarcoidosis is a cer- 
tain histological pattern. A definition can- 
not be based entirely on this, because it is 
well recognized that this particular histo- 
logical pattern, which I[ shall refer to for 
brevity as non-caseating tuberculosis, is 
present in selected tissues in a variety of 
other recognized conditions. In an ordin- 
ary case of tuberculosis, the pathology of 
a lymph node at a distance from an active 
focus may show histological changes quite 
indistinguishable from those found in sar- 
coidosis. In certain chronic granulomata, 
for instance those associated with chronic 
brucellosis, isolated foci may show this his- 
tological pattern. But, in both these cir- 
cumstances, in caseating tuberculosis and 
in chronic brucellosis, the general histo- 
logical pattern, if all the tissues are ex- 
amined, is different. A workable definition 
of sarcoidosis can therefore be made by 
adding to the description of the typical 
histology, the proviso that to establish the 
diagnosis of sarcoidosis this pattern must 
be present in all affected organs or tissues. 
With that proviso, I think, a purely histo- 
logical descriptive definition will meet the 
case and give us a workable definition of 
sarcoidosis. 


I therefore suggest this definition: Sar- 
coidosis is a disease characterized by the 
presence in all affected organs or tissues 
of epithelioid cell tubercles, without casea- 
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tion, with little or no round cell reaction, 
the older lesions tending to become con- 
verted into a rather hyaline featureless 
fibrous tissue. That’s really the end of 
the definition. We can put as an addendum: 
it may affect any part of the body, the 
lymph nodes, lungs, skin, eyes, liver, spleen 
and small bones of the hands and feet 
being most frequently affected, and the 
characteristic changes must be present in 
all the affected organs or tissues. We can 
add a second footnote:— At the present 
moment the etiology of this disease 
is not known. But that is a footnote to 
the definition, and it must on no account 
be put into the definition. A number of 
people who have attempted to definie sar- 
coidosis have fallen into a logical error by 
starting their definition with the statement 
that “Sarcoidosis is a disease of unkown 
etiology.” 


Open To Possibilities 


You may think that it is a little frivolous 
of me to suggest as an objection to such a 
definition that it would imply that the 
discovery of its cause would abolish the 
disease so defined, because it would no 
longer be a disease of unknown etiology. 
But it isn’t entirely frivolous. If we don’t 
know the cause of this disease we must 
leave our minds open to the possibility 
that the histological pattern which char- 
acterises it may be caused by more than 
one agent; and if that is so, then if we 
discover one of those agents we shall have 
to separate off that particular group from 
our main group of sarcoidosis as defined, 
so that sarcoidosis is the poorer by that 
group. Then perhaps we discover another 
agent. Separate that group and sarcoi- 
dosis is the poorer for that group. Then 
we discover another one, and eventually 
we have one little bit left which happens 
to be the last group whose cause we find, 
and that will be all that is left of sarcoi- 
dosis. This does not seem to me a very 
intelligent procedure. It is much better, 
I think, to say nothing at all about etiology 
in the definition, leaving open the possibil- 
ity of adding a term to the word sarcoidosis 
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indicative of the etiology, if the cause of 
any given case can be established. I am 
sure that this is the most fruitful way of 
approaching discussion of the etiology of 
sarcoidosis. 


Early Symptoms 


To put before you briefly a picture of 
this disease is very difficult because it is 
so varied in its manifestations. It may 
present itself with manifestations in the 
skin. I mention this first, because that is 
historically the way it first came to medical 
attention. The most frequent way in which 
it presents itself, these days, is through 
its pulmonary manifestations, largely be- 
cause of the widespread use of routine 
chest radiography. In the early stages, 
and sometimes throughout the whole 
course, the rather striking pulmonary mani- 
festations may cause no symptoms at all, 
and for this reason they are frequently 
found on routine radiography of apparent- 
ly well people. Sarcoidosis may come to 
light as the result of an appearance of a 
generalized enlargement of lymph nodes, 
and in such cases it can mimic such con- 
ditions as Hodgkin’s Disease and other 
forms of reticuloendotheliosis. Quite fre- 
quently it comes to light because of mani- 
festations in the eyes, such a chronic irido- 
cyclitis, usually bilateral but sometimes 
unilateral. Occasionally, the patients first 
have general constitutional symptoms. 


Frequent Symptom In England 


A beginning of the disease which we see 
quite frequently in England is a febrile 
illness accompanied by erythema nodosum 
with or without an acute arthritis, rather 
like acute rheumatism. I understand that 
that sort of manifestation is less frequent 
in the United States than it is in England. 
Certainly, of my patients 10% have had 
this acute onset with erythema nodosum 
and acute rheumatism. A few of my pa- 
tients have sought medical advice because 
of vague feelings of ill-health, without local 
symptoms of any sort, and this has led to 
the discovery of sarcoidosis. A rare mani- 
festation which is worth mentioning be- 
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cause of its extreme interest, is the dis- 
turbance of calcium metabolism to which 
I will refer later. 


Discussion of the relative frequency of 
the early manifestations of sarcoidosis is 
not very rewarding because the incidence 
in any series will depend very largely upon 
the interests of the physician who reports 
it. Naturally, if a dermatologist talks 
about sarcoidosis, all his cases have skin 
lesions; and all the cases going to an 
ophthalmologist are likely to have eye 
lesions. Among my cases, a large majority, 
naturally, have lung lesions. And it is very 
difficult indeed to get a true idea of the 
relative incidence of early symptoms of 
sarcoidosis. But even allowing for this 
bias, I think that it is the intrathoracic 
manifestations which most frequently lead 
to the discovery of the disease. However, 
I will start, because it is historically cor- 
rect to do so, by pointing out some of the 
skin lesions that may occur in these cases. 
Skin Lesions 


Patients with sarcoidosis are subject to 
various types of skin lesions. A few typical 
skin lesions have been seen in the follow- 
ing cases: 


A patient with plaque-like sarcoid lesions 
on the forehead and shins. 


A patient with multiple nodular sarcoids 
on the back and a plaque on the forehead 
which had extended back over the hairy 
scalp, where it had caused scarring and 
loss of hair. 


A patient with a diffuse sarcoid infiltra- 
tion of the subcutaneous tissue of the up- 
per arm. 


A patient with severe lupus pernio in- 
volving the nose and cheeks and also the 
skin overlying phalanges also involved by 
sarcoidosis. 

A patient whose old vaccination-scar be- 
came infiltrated with sarcoid tissue when 
he developed sarcoidosis of the hilar lymph- 
nodes and lungs. 


A patient in whom multiple scars on the 
face, probably contaminated with siliceous 
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dust since they were caused when he was 
blown up by a land-mine in the desert, be- 
came infiltrated with sarcoid tissue 8 years 
later when he developed pulmonary sar- 
coidosis. 


A patient with erythema nodosum and 
bilaterally enlarged hilar lymph nodes who 
developed subcutaneous nodules in the 
forearms about 6 weeks after the erythema 
nodosum; these showed the typical his- 
tology of sarcoidosis, and subsided spon- 
taneously. 


Bone Lesions 


The changes in the small bones of the 
hands first described by Jiingling are not 
ver ycommon. They have occured in only 
2-3% of my cases, and usually they occur 
in association with quite extensive changes 
elsewhere. 


I have never found x-ray examination of 
the hands to be of the slighest value in the 
diagnosis of an abscure case because 
changes in the bones of the hands tend 
to occur in the florid sort of disease which 
is easily recognizable from its multiple 
manifestations. There are two sorts of 
involvement of the bones of the hands. 
One causes small rounded transradiancies 
at the ends of the phalanges or metacarpals 
(or metatarsals). It seems to produce no 
symptoms or signs whatever, and is just 
an accidental radiological finding. The 
other sort consists of lattice-like rarefac- 
tions with expansion of the middle of the 
shaft of one or more phalanges often as- 
sociated with lupus pernio in the overlying 
skin. 


Other Extrathoracic Lesions 


I will mention briefly some of the other 
extrathoracic manifestations. The eyes may 
be affected by a chronic iridocyclitis which 
may be a serious matter because of the 
mechanical difficulties which attend in- 
flammatory changes in the eye. 


Certain endocrine manifestations that 
have been reported, including involvement 
of the posterior part of the pituitary gland, 
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giving rise to diabetes insipidus —a rare 
manifestation. 


The heart may be involved; this is very 
rare in England, and I have personal ex- 
perience of only one undoubted case. This 
was a patient who had complete heart 
block undoubtedly due to a sarcoid tubercle 
interrupting the conduction tissues of his 
heart. Extensive infiltration of the myo- 
cardium seems to be much commoner in 
North American Negroes than anyone else, 
so most of the information I have about 
this is derived from the American litera- 
ture. 


The kidneys may be involved, but most 
frequently as a result of hypercalcemia, to 
which I will refer in a moment. 


Sarcoidosis may invade any tissue in the 
body. One patient of mine, who had had 
an infiltration in the lung for 10-15 years, 
was found to have a little nodule in her 
breast which was thought to be fibroad- 
enoma; but on section it was a discrete 
collection of typical sarcoid tubercles. 


intrathoracic Lesions 


The intrathoracic manifestations are dif- 
ficult to classify, and any classification of 
them is bound to distort the facts to some 
extent. But we can recognize certain broad 
groups among them. 


First, some cases simply have enlarged 
hilar lymph nodes which then resolve. As 
an example of this, I quote the case of a 
young student nurse. When she started 
nursing, she failed to react to tuberculin, 
and was given BCG which converted her 
tuberculin reaction to positive. On review 
a year later, her skin test had reverted to 
negative, and x-ray of the chest showed 
enlarged hilar nodes. Over the next two 
years, the nodes came up to enormous size, 
though she had no particular symptoms. 
The lymph nodes above the clavicles also 
became enlarged; one was removed for 
biopsy, and showed the typical pattern of 
sarcoidosis. Over the next year or two, 
the hilar and vervical lymph nodes returned 
gradually to normal size. During the whole 
of this time, she continued with her nurse’s 
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training with a little modification of her 
duties, finished her training and remained 
very well. 


Another Group 


The next group are those in which the 
hilar nodes become enlarged, and as the 
nodes subside a diffuse infiltration appears 
in the lungs, and may eventually resolve 
completely, again in many cases without 
important symptoms. But in some of these 
cases, instead of disappearing, the pul- 
monary infiltration goes on to a fibrosis. 
This most characteristically condenses into 
the middle zones of the lung, with em- 
physema at the bases and apices. Of course, 
at this stage the patient becomes breathless 
and the outlook is not so favorable. 


Another interesting thing that may hap- 
pen is that at this late stage of fibrosis, 
tubercle bacilli may appear in the sputum. 
As an example, I quote the case of a man 
of about 35 who in 1946 was found to have 
a generalized enlargement of his lymph 
nodes, without important symptoms other- 
wise. Biopsy of one of these showed a 
typical picture of sarcoidosis. Chest x-ray 
at this time showed widespread mottling 
in the lungs. By the time I first saw him 
in 1948-49, he had a typical picture of fi- 
brosis in the middle zones of the lungs with 
emphysema above and below. He failed 
to react to 100 tuberculin units PPD, and 
once again we obtained typical histology 
to tubercle bacilli. We decided that we 
could not do very much for him, and sent 
him out from the hospital. 


When I saw him 3 months later several 
interesting things had happened. First, he 
himself was complaining of a painful lump 
on his shin, which proved to be a cold 
abcess from which we aspirated pus and 
found tubercle bacilli. We also had a re- 
port that his sputum which had been taken 
at the time when he had failed entirely to 
react to tuberculin, had grown tubercle 
bacilli which were of human str2in and 
normal virulence. The infiltration in his 
lungs had cleared very remarkably; and 
his respiratory function had improved. His 
skin now reacted to 10 tuberculin units, 
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and we found tubercle bacilli at this stage 
even on microscopy. We treated him with 
antibacterial drugs in the usual way; the 
tubercle bacilli disappeared from the spu- 
tum, and he was left with some residual 
fibrosis of the lungs and a tendency to 
bronchitis, but no evidence of any active 
granulomatous condition. 


Cavitation in old sarcoid lesions of the 
lungs presents features of great interest. 
Cavities are often found in old fibrotic 
parts of the lungs, especially in the con- 
densed fibrous tissue in the middle zones 
of the lungs, or less frequently at the apices. 
Characteristically, the histology of these 
is quite featureless; their walls are formed 
of fibrous tissue with no specific elements 
of any sort. 


Involvement Of The Bronchi 


We have recently been interested in the 
involvement of the bronchi in sarcoidosis. 
At the stage of enlarged hilar lymph nodes, 
we now know that in a proportion of cases, 
although the bronchi look normal bron- 
choscopically, apart from distortion by the 
enlarged nodes, their mucosa on histology 
may show an infiltration with sarcoid fol- 
licles. This condition must clear up com- 
pletely in most cases. How frequently it 
occurs we do not know, as we have not 
performed routine bronchoscopies in these 
early symptomsless cases. In the later fi- 
brotic stages, there is another sort of bron- 
chial involvement which must be rare, be- 
cause we have looked for it in a number of 
patients, and found it in only a minority. 
This consists of stenoses of the proximal 
parts of the segmental bronchi and narrow- 
ing of main bronchi by the fibrotic phase 
of sarcoidosis. 


I will quote an example of this sort. A 
man aged 38 had been treated without any 
effect in a tuberculosis sanatorium for a 
long time for a widespread infiltration of 
the lungs which had been attributed to 
pulmonary tuberculosis. When he was 
admitted to Brompton Hospital for further 
investigation, we found that he failed to 
react to 100 units of PPD. We noted also 
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that he was breathless, and that his breath- 
lessness was characterized by both inspira- 
tory and expiratory stridor. We did a 
bronchogram which showed considerable 
narrowing of the whole left main bronchus, 
and of several of the segmental bronchi on 
both sides at their origins from their parent 
bronchi. On bronchoscopy the narrowing 
of these was confirmed. The mucosa did 
not look very abnormal, but biopsy showed 
considerable fibrosis in the submucosa, and 
an irregular infiltration with epithelioid 
cells and a few giant cells. The diagnosis 
of sarcoidosis was confirmed by other fea- 
tures of this patient’s case. We found a 
few follicles in his conjunctiva which on 
biopsy showed characteristic sarcoid his- 
tology. He also gave a positive Kveim test. 


Hypercalcemia 


Another interesting feature found in a 
few cases of sarcoidosis is a biochemical 
disturbance. It consists essentially of a 
rise in the serum calcium which is accom- 
panied by a normal or even high serum 
phosphorus and by a normal level of phos- 
phatase in the blood. These two normal 
findings differentiate it sharply from hyper- 
parathyroidism. Patients with this con- 
dition will, of course, be liable to all the 
dangers of a high serum calcium. The 
most serious of these is nephorcalcinosis; 
calcium salts may be deposited in the 
tubules of the kidney causing damage and 
impaired renal function. One of my pa- 
tients had a serum calcium as high as 19 
mg. per 100 ml., with a blood urea of 55 
mg. per 100 ml., at the time when I first 
saw her. This condition is dramatically 
reversible in the early stage by cortisone. 
In the particular patient I have just men- 
tioned, the administration of cortisone 
caused immedate return of the blood chem- 
istry to normal, 


Manifestations of hypercalcemia which I 
have seen in my patients include calcinosis 
in the soft tissues, especially the pulps of 
the fingers and toes, nephrocalcinosis de- 
tectable radiologically, chalky white tym- 
panic membranes, due to desposition of 
calcium salts, and deposition of calcium 
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salts in punctate fashion in the conjunc- 
tivae, causing soreness of the eyes and visi- 
ble white deposits. This biochemical dis- 
turbance is a most fascinating sideline in 
sarcoidosis. It is important to recognize it 
early, because unless the nephrocalcinosis 
has proceeded to irreversible kidney dam- 
age the blood chemistry can be restored to 
normal by quite modest doses of cortisone. 


ETIOLOGY 


Having given a general picture of this 
disease, necessarily incomplete because it 
is a most complex disease, I will turn to 
the difficult question of etiology. 


Several possibilities present themselves 
for discussion. I will dismiss suggestions 
that sarcoidois is related to the reticuloses 
or to the collagen disease, because its clini- 
cal features and general prognosis make 
these very improbable. The suggestions 
which merit closer examination are those 
which relate the disease in some way to 
some specific noxious agent or agents. These 
hypotheses can be divided into several 
variants. 


Variants Of The Hypotheses 


The first is that the disease is due to an 
as yet unknown specific agent. 


The second is that it is due to a single 
agent of a type which we already know, 
but which is extremely difficult to discover 
in the particular group of cases, so that in 
them it cannot be discovered with any de- 
gree of certainty. To illustrate the con- 
tention that this is not a very fanciful idea 
let us consider the grounds on which we 
accept such things as gummata and tabes 
dorsalis as manifestations of syphilis. It 
usually is impossible to demonstrate T're- 
ponema pallidum in such cases, but we rely 
without hesitation on indirect evidence of 
the syphalitic origin of these and other late 
manifestations of syphilis. So it is not 
entirely a fanciful idea that sarcoidosis 
might be due to an agent we really know 
about but which happens to be extremely 
difficult to identify in this particular mani- 
festation. 
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The third variant of the hypothesis that 
sarcoidosis is related to exposure to some 
specific agent or agents is that it represents 
a pattern of reaction which may occur to 
a number of different etiological agents. 
If this is true, it is of course possible that 
some may be known to us and some un- 
known. To illustrate this hypothesis, let 
me put before you the situation in regard 
to erythema nodosum. If we examine the 
series of cases of erythema nodosum in 
children in England, we would find that a 
considerable proportion of them were as- 
sociated with primary tuberculous infec- 
tions. I am told, however, that if we went 
to Arizona we should find that the majority 
of cases of erythema nodosum are caused 
by coccidioidomycosis. If we took a case 
of erythema nodosum in England due to 
primary tuberculous infection, and a case 
of erythema nodosum from Arizona due to 
coccidioidomycosis, we would find them en- 
tirely similar both in clinical picture and 
in histology of the skin lesion. Moreover, 
in both cases it would almost certainly be 
indirect evidence which led to our attribut- 
ing the disease to the named specific agent. 
Thus we must consider the possibility that 
sarcoidosis similarly represents a pattern of 
reaction to a number of possible agents 
which happen to be difficult to discover 
in this particular condition. 


The second and third variants of the 
infective hyphothesis, implying that sar- 
coidosis is due to a known agent or to 
several agents known and unknown which 
happen to be difficult to identify in this 
particular manifestation of their action, 
imply that the reason why a patient de- 
velops sarcoidosis is to be found in his 
own peculiar reaction to the infection. In 
fact, we do find that there are remarkable 
features in the reactions of patients with 
sarcoidosis to agents of the sort which can 
cause tuberculin type reactions. They re- 
act far less intensely than the general 
population to tuberculin; they react far 
less intensely to various other antigens 
giving similar type reactiones, such as 
mumps antigen and an antigen prepared 
from Candida albicans, in which we have 
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been specially interested. An antigen from 
this ubiquitous fungus gives brisk reactions 
in 90% of our general population and in 
only 40% of patients with sarcoidosis. 


My own view on etiology is on the gen- 
eral lines of the third variant. I think that 
sarcoidosis represents a reaction of an un- 
usual type conditioned by something un- 
usual in the subject himself to one or more 
agents which clearly are difficult to identify 
in the individual case. I go beyond this 
to a conviction that in some of the cases 
I see in England the tubercle bacillus can 
be identified as the agent. In 23 of 199 
patients whom I had investigated up to 
about 1 year ago, we isolated tubercle 
bacilli at one time or another. In three 
of these the tubercle bacilli had been iso- 
lated before the specific manifestations of 
sarcoidosis appeared. In three the tubercle 
bacilli appeared during the course of sar- 
coidosis, with a change in the type of 
disease to one resembling ordinary caseat- 
ing tuberculosis. But in 17 they were just 
discovered at various stages of the evolu- 
tion of sarcoidosis, which did not change 
at all, the course of the disease remaining 
recognizably like that of other patients 
with sarcoidosis. 


As Related To Tuberculosis 


Evidence derived from my cases which 
relates the condition to tuberculosis is that 
I have not only observed the change from 
sarcoidosis to ordinary caseating tubercu- 
losis, but also from caseating tuberculosis 
to sarcoidosis, and even, in a few cases, a 
double change. In these cases, the pa- 
tients started with a picture of pulmonary 
tuberculosis, with bacilli found quite easily, 
and a positive reaction to tubercuiln; then 
the reaction to tuberculin disappeared and 
the disease assumed the character of sar- 
coidosis; and later the reaction to tuber- 
culin reappeared, and the disease again as- 
sumed the character of ordinary caseating 
tuberculosis. It seems to me that the 
simplest way to explain that sort of thing 
is that something happens to the reaction 
of the subject to the tubercle bacillus which 
determines this change in character of 
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disease, rather than that there was some 
curious battle going on between the tu- 
bercle bacillus and some unidentified agent 
in which first the tubercle bacillus was 
knocked out, and then the tubercle bacillus 
came up for the second round and knocked 
out the unknown agent. I don’t believe 
that; it seems to me more likely that some- 
thing odd happened in the immune mech- 
anisms of the patients. 


Similar Features 


Another bit of evidence which requires 
more detailed consideration than we can 
give it now is the lack of any clear delimita- 
tion between sarcoidosis and some unusual 
types of case which must be placed in the 
category of tuberculosis with low tuberculin 
sensitivity. There is certainly a group of 
patients with pulmonary tuberculosis who 
fail to react to tuberculin although tu- 
bercle bacilli can be found in their sputum 
without great difficulty. In such a case, 
my diagnosis is indolent tuberculosis with 
low tuberculin sensitivity. These very in- 
dolent sorts of tuberculosis which fail to 
react to tuberculin tend also to respond 
very slowly to antibacterial drugs. I have 
had experience of one patient in whom the 
diagnosis of chronic miliary tuberculosis 
was undoubted, but who failed to react to 
antibacterial drugs until cortisone was 
given as well. Thus, there exist cases of 
tuberculosis which have many of the fea- 
tures of sarcoidosis. These exceptional 
cases which are established as due to the 
tubercle bacillus and in which there are 
some of the odd phenomena associated with 
sarcoidosis are clearly of very great signifi- 
cance in relation to the hypothesis that 
sarcoidosis may represent an unusual re- 
action to a common infection. 


My general view in regard to etiology 
may be summarized thus:— first, we must 
adopt a purely descriptive definition which 
leaves the way open for some independent 
statement about the etiology of individual 
cases. Second, with such a definition, I 
can say with confidence that of the cases 
of sarcoidosis in England, a small number 
can be demonstrated beyond doubt to be 
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Third, indirect evi- 


due to tuberculosis. 
dence leads me to the opinion that the 
majority of cases I see in England are 


probably related to tuberculosis. Fourth, 
I keep an open mind about whether there 
may not be some other agents active in 
England which can be associated with sar- 
coidosis, though I have no evidence one way 
or another about this; and I obviously have 
to keep an even more open mind about 
whether in other parts of the world, the 
peculiar tissue reaction which charac- 
terizes sarcoidosis may be caused more 
commonly by some other agent than by 
the tubercle bacillus. 


PROGNOSIS 


Before I close I shall refer very briefly 
to prognosis and treatment. 


I shall discuss the prognosis only in rela- 
tion to the lung lesions; the prognosis in 
relation to the other lesions would take too 
long to discuss, and it is outside my per- 
sonal sphere of interest, although I do have 
some views on it. I shall base my observa- 
tions on 159 cases which I have followed 
personally and observed for more than 2 
years. 


The first important point about prognosis 
is that a lot depends on the stage of the 
disease. At the stage of enlarged hilar 
lymph nodes only, the prognosis is excel- 
lent. Of 45 patients who had only en- 
larged hilar lymph nodes when I first saw 
them, 42 at the end of 2 years or longer 
were quite well with normal x-rays, and 
only 3 had an abnormal x-ray. 


At the next stage of enlarged lymph 
nodes with infiltration of the lungs, the 
prognosis is still good but not quite so 
good, because of 26 who were at this stage 
when I first saw them, 16 were well with 
normal] x-rays at the end of an observation 
period of 2 years or more, 6 had abnormal 
x-rays but no symptoms, 3 had abnormal 
x-rays and mild symptoms and 1 had died 
of another cause not related to the sar- 
coidosis. 


Of 31 who at the beginning of observa- 
tion had pulmonary infiltration without 
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the enlarged lymph nodes, 18 were well 
with a normal x-ray; of the 12 who still 
had abnormal x-rays, 4 were without symp- 
toms, 5 had mild symptoms, and 3 had 
severe symptoms; and 1 had died of an- 
other cause. Of 57 whom I first saw when 
they already had some fibrosis of the lung, 
of course the prognosis was not so good. 
There were 4 who, although originally 
thought to have fibrosis at the beginning, 
were at the end of observation without 
symptoms and with diminished abnormality 
in the x-ray; 32 had only mild symptoms, 
14 were severely incapacitated, 5 had died 
of sarcoidosis and 2 of other causes. 


An acute onset with erythema nodosum 
or arthralgia suggests a very favorable 
prognosis, because 21 out of 23 cases with 
that onset were well after 2 years. 


TREATMENT 


When we come to the question of treat- 
ment, I have only a very few words to say, 
because I think that when treatment is 
required for the pulmonary changes in this 
disease, it is disappointing. The only drugs 
which affect the course of the disease in 
any way are the corticosteroids. There are 
special indications for the use of these in 
the management of the ocular lesions ,and 
of hypercalcemia. With these I do not 
propose to deal. 


Corticosteroids will cause a rapid disap- 
pearance of the pulmonary manifestations 
of the disease in the early reversible stages, 
but it is clear that this is due to suppression 
rather than cure of the disease, for prompt 
relapse usually follows cessation of treat- 
ment. And of course at this stage we 
know the prognosis in general is good, and 
therefore there is no point in suppressing 
the evidences of the disease. Even pa- 
tients with seemingly irreversible lung 
lesions will sometimes show remarkable 
partial resolution without treatment. 


Of course the cynic might say that it is 
just as well to treat a condition that is 
going to improve spontaneously, because 
then the physician can take credit for the 
good result. But I don’t believe in de- 
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ceiving myself, so I don’t treat patients 
whom I expect to get better spontaneously. 
But there is no question that in the later 
stages when the patient has symptoms, the 
administration of corticosteroids will often 
improve those symptoms, and it now seems 
to me that the only indication for giving 
corticosteroids is that the patient has symp- 
toms that can be relieved by giving these 
drugs, and which are severe enough to war- 
rant the risks of what may well be indefi- 
nitely prolonged administration of them. 


Of patients whom I have treated with 
corticosteroids for symptoms due to fibrotic 
changes of sarcoidosis, 30 have been fol- 
lowed for more than 2 years. The results 
are not very impressive. The treatment 
has stopped in 15 of them; of these, 8 had 
made no immediate response at all, and 7 
showed slight immediate improvement. 


Two years or more after treatment, one 
was considerably improved, 5 were a little 
better, 5 were unchanged, 2 were worse, 1 
had died of sarcoidosis and 1 had died of 
another cause, carcinoma of the lung. In 
15 the corticosteroid treatment caused 
some initial improvement, and is still being 
continued after 2 years or more in order 
to maintain that improvement. Of these, 
5 are considerably better and 10 somewhat 
better; we’re not very pleased with them 
but we think it is worth going on with the 
corticosteroid treatment. It is therefore 
clear that the results of this treatment were 
not very striking. I am quite sure that an 
expectant policy is correct in patients who 
have sarcoidosis affecting the lungs in a 
potentially reversible stage, and that the 
corticosteroids are to be regarded as use- 
ful only in relieving symptoms. 


An American ‘‘First’’ In Sweden 


For the first time at Upsala University, Sweden, an American 
M.D.—Dr. Victor H. Frankel, of Wilmington, Delaware — has qualified 
for the Swedish degree of Doctor of Medicine. He publicly defended 
his doctoral dissertation in Sweden on April 23rd. The 35 year old 
American orthopedic surgeon has been working at Upsala University 


Hospital for the past 2 years. 


Dr. Frankel went to Upsala as a Fellow of the National Founda- 
tion to work at the Biomechanical Laboratory of the Department of 
Orthopedics at the University. This laboratory was established by 
Dr. Carl Hirsch, professor of orthopedics at Upsala, who has been 
associated with the Alfred I. duPont Institute in Wilmington. 


The work Dr. Frankel had begun at the Hospital for Joint Diseases 


in New York developed into a full scale research project that qualified 
him to complete the requirements for the Swedish degree of ‘“‘“Medicine 
Doktor.” These were formally fulfilled when, before a crowded lecture 
hall in the University Hospital, Dr. Frankel defended his dissertation 
on The Femural Neck: an experimental study of function, fracture 
mechanism, and internal fixation. The prominent ortheopedic surgeon, 
Professor John Charnley of Manchester, England was a faculty critic. 
Dr. Frankel, his wife and 3 children expect to return to the United 


States in August. 
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SYMPTOMATIC ANNULAR PANCREAS 
IN THE ADULT’ 


@ Annular pancreas is a congenital condition. 
Its diagnosis is important in order that proper 
treatment may be given. 


Annular pancreas is the encircling of 
the duodenum with pancreatic tissue. 
This usually occurs at the descending part 
of the duodenum, causing varying degrees 
of obstruction with proximal duodenal di- 
lation. In some cases, the contracting ring 
does not completely encircle the duodenum. 
The embryological developement of this 
congenital anomaly was thoroughly dis- 
cussed by McNaugh'’. Most of the authors 
agree, that annular pancreas develops from 
the ventral pancreatic anlage, probably 
due to its failure of complete migration. 


Tiedemann’ first described this condi- 
tion in 1818, and Ecken® gave it the name 
of annular pancreas in 1862. This lesion 
had been considered rather rare. However, 
in recent years, there has been an increas- 
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ing number of cases recorded in the world 
literature. In 1954, Hope’ collected a total 
of 93 cases. Approximately half of these 
were incidental] findings at autopsy. More 
recently, Drey> reported 62 cases of symp- 
tomatic annular pancreas in adults. Since 
this author’s report in 1957, two additional 
cases have appeared in the medical litera- 
ture'®’. The following is an abstract of a 
case with the adult type of annular pan- 
creas recently treated at the Wilmington 
General Hospital. 


REPORT 


A 44 year old Negro man, hospital cook, 
was seen because of profuse cold sweating 
and a choking feeling while at work. He 
had_ restlessness, frequent coldsweating, 
weakness, loss of appetite and insomnia, 
with a gradual loss of approximately 10 lbs. 
during the past several months. These 
symptoms were aggravated during the 
night. 
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He was well-developed and well-nour- 
ished and in no acute distress. The pertin- 
ent positive findings were: B. P. 170/110, 
mild sinus tachycardia with distant first 
heart sound, and slight epigastric tender- 
ness. No abdominal masses were palpable. 


The electrocardiogram showed complete 
left bundle branch block with occasional 
ventricular premature beats. Laboratory 
studies were as_ follows: Hemoglobin 
15.7gm., hematocrit 49% WBC 8,400 with 
normal differential, sedimentation rate 
34, SGOT 20, negative urinalysis and nega- 
tive stool for occult blood. 


Because of the left bundle branch block, 
attention was first focused on possible 
cardiac disease. However, these findings 
were not compatible with acute heart di- 
sease. Further questionings revealed that 
the patient had peri-umbilical cramp-like 
pain and intermittent indigestion. These 
symptoms were aggravated by food intake, 
and had been present for many years. He 
had, in the past, been treated for peptic 
ulcer disease without any benefit. Cramps 
had increased in severity and frequency, 
radiated to the back, and were often asso- 
ciated with post cibal vomiting. There was 
no diarrhea or constipation. 


An upper G. I. series was done. Fluoro- 
scopically the esophagus and _ swallowing 
function was normal. A large air and fluid 
level was seen in the right upper quadrant 
which was eventually identified as duo- 
denal cap. The stomach was normal in 
size and position and peristalsis was active. 
As barium left the stomach it filled a large 
dilated duodenal cap and second portion 
of the duodenum. At approximately the 
junction of the second and third portions 
of the duodenum there was an abrupt nar- 
rowing of the lumen. Radiographically, 
the appearance suggested an intrinsic le- 
sion such as a neoplasm, but the possibility 
of an extrinsic lesion producing these 
changes was also considered in the differ- 
ential diagnosis (See Figure I). The dis- 
tal third portion of the duodenum and re- 
maining small bowel were normal. 
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Surgical Treatment 


Surgical consultation was _ requested. 
Because of the presence of an obstructing 
duodenal lesion, surgical exploration was 
suggested. Prior to the surgical procedure, 
the patient’s fluid and electrolyte balance 
was within normal range. A Levine tube 
was placed in the stomach for thirty-six 
hours in an atempt to decompress the 
markedly dilated duodenum. 


The peritoneal cavity entered 
through a midline supra-umbilical incision. 
Pertinent findings were limited to the 
supra-colic area. The stomach was not 
markedly distended, however, there was 
thickening and edema of the gastric wall. 
The duodenum was markedly dilated. The 
wall was thin and pliable. The duodenal 
cap as well as the descending portion of the 
duodenum measured 10 cm. in diameter. 
Following exposure of the pancreas, the 
transverse and fourth portions of the duo- 
denum, it was found that the pancreas was 
of normal size and _ consistency. The 
third and fourth portions of the duodenum 
were of normal caliber, and the wall was 
not thickened. At the junction of the sec- 
ond and third portions, there was a tongue- 
like piece of pancreatic tissue which en- 
circled the anterior wall and measured 
4x 6cm. On palpating the duodenum un- 
der the annulus, there did not appear to 
be an intraluminal obstructing lesion. 
Furthermore, one could not palpate an in- 
traluminal lesion in the first or second por- 
tions of the duodenum. In order to rule 
out a concomittent mucosal lesion, a duo- 
denotomy was performed through the anter- 
ior wall of the descending portion. A 
sterile sigmoidoscope was introduced, and 
visualization of the third and fourth por- 
tions of the duodenum failed to demon- 
strate a mucosal lesion. On introducing 
the examining finger into the duodenotomy, 
one could feel a band-like constriction at 
the junction of the second and third por- 
tions at the point where the pancreas en- 
circled the anterior duodenal wall. These 
findings were consistent with the diagnosis 
of annular pancreas. A loop of jejunum 
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Symptomatic Annular Pancreas in the Adult — Lee 


approximately 14 cm. distal to the liga- 
ment of Treitz was anastomosed side to 
side with the descending portion of the 
duodenum thus by-passing the obstruc- 
tion secondary to the annular pancreas. 
Prior to abdominal closure, a #16 Levine 
tube was placed in the mid-portion of the 
body of the anterior wall of the stomach 
by utilizing the Stamm Gastrotomy Tech- 
nique. This tube was then brought through 
the left upper abdomen by means of a 
stab wound. This gastrotomy tube was 
utilized for gastro-intestinal tract decom- 
pression and obviated undesirable respira- 
tory and paryngeal complication sometimes 
secondary to naso-gastric decompression. 
On the second post-operative day, the 
patient had an elevated temperature, chest 
pain and hemoptysis. A chest x-ray showed 
changes compatible with a pulmonary in- 
farct. Heparin therapy was instituted and 
continued for two weeks. The patient 
was discharged asymptomatic on the 18th 
post-operative day. One month later, an 
upper G.I. Series was repeated and showed 
the esophagus and stomach to be normal. 
An air and fluid level was again identified 
in the right upper quadrant. The duodenal 
cap and second portion of the duodenum 
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were still markedly dilated and the appear- 
ance was the same as the pre-operative 
study. The area of obstruction seen on 
the prior examination was not visualized. 
Barium entered both the afferant and ef- 
ferant loops through the stoma indicating 
a functioning duodeno-jejunostomy. (See 
Figure 2) 


One month after surgery, repeat ECG 
showed an identical pattern, with a per- 
sisting left bundle branch block. The pa- 
tient had gained 15 pounds and did not 
manifest any gastro-intestinal symptoms. 


Incidence In Both Children And Adults 


Annular pancreas occurs in both adults 
and children. This congenital anomaly 
may be asymptomatic. Of Hope’s 93 cases,® 
55 were symptomatic and treated surgi- 
cally; of these, 27 cases occured in children. 
The incidence in males is approximately 
twice that in females, and the ages ranged 
from 2 days to 74 years. McNaught’® re- 
ported that 20% of his cases were associated 
with other forms of congenital abnormali- 
ties. Symptoms occur most frequently in 
the middle aged adult and are secondary 
to varying degrees of high intestinal ob- 
struction. Inciting causes may be hemor- 
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rhage, pancreatitis, tumor, hypertrophy, 
etc. Crampy abdominal pains aggravated 
by the ingestion of food is frequent. This 
predisposed to epigastric fullness, nausea 
and vomiting. Anorexia and weight loss 
are often present. In Drey’s series, the 
most common complications were peptic 
ulcer disease and pancreatitis. Lehman* 
stresses that a common factor producing 
symptoms in the adult type is pancreatitis. 


Drey stated that the important symp- 
toms were aggravation of nocturnal pain 
and vomiting. He also emphasized, that 
even though symptoms in the average pa- 
tient were present for 5 years, their nutri- 
tional status was good. 


Diagnosis of this condition, however, 
with clinical data alone is impossible. Even 
with the upper G.I. Series, which is the 
single, most valuable study, it is most fre- 
quently confused with neoplasm or post- 
bulbar ulcer. In Drey’s series, diagnosis 
was suggested pre-operatively by x-ray find- 
ings in only 14 out of 50 cases (22%) 


The following x-ray findings are sug- 
gestive of this condition: 


1. An extrinsic-type defect in the de- 
scending portion of the duodenum 
with evidence of partial obstruction. 

2. Effacement of mucosal pattern and 
absence of peristalsis. 


3. Rather marked distention of the duo- 


denal cap. 
4. Medial displacement of the duo- 
denum., 


5. Unchanging character and size of the 
duodenal lumen with repeated exam- 
ination. 


1. Berlin, B. J., et al; Annular Pancreas; Brit. Journal of 
Surgery; 39:49, 1950. 

>. Brines, O. A.; Annular Pancreas Associated with Peptic 
Ulcer; American Journal of Surgery: 12:483, 1931 
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Surgery; 27:678, 1940. 

4. Dodd, G. D., et al; Annular Pancreas in the Adult; 
American Journal on Roentgen 75:333, 1956. 

Ss. Drey, H. W., et al; Symptomatic Annular Pancreas in the 
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6. Incomplete obstruction. 


The treatment of this condition is sur- 
gical with two possible approaches: 


1. Direct attack on the annulus. 


2. Indirect by-passing procedure by gas- 
tro-jejunostomy or duodeno-jejunos- 
tomy. 


Most surgeons feel the by-passing 
method is the operation of choice. The 
direct method has frequently been followed 
by complications. A pancreatic or duo- 
denal fistula may occur as well as pancreati- 
tis. With the by-pass procedure, a good 
result was achieved in 85-90%. Further 
discussion of the treatment is beyond the 
scope of this paper. Readers are referred 
to the excellent articles by Lehman,* San- 
ford,'* Wilson,'° Gillette, and Drey.° 


SUMMARY 


The literature on annular pancreas has 
been reviewed and a new case added. Since 
Drey’s’ paper (1957), Taylor'® has reported 
two additional cases of symptomatic an- 
nular pancreas in adults. Although it is 
a rare congenital anomaly, an increased 
incidence has been reported in the medical 
literature in recent years. Diagnosis is 
entirely dependent on radiological findings 
and one should keep in mind the possibility 
of this condition when partial obstruction 
of the descending portion of the duodenum 
is encountered. Drey emphasized nocturnal 
aggravation of the abdominal cramps and 
vomiting. These symptoms were present 
in our case. The most frequent complica- 
tions are pancreatitis and peptic ulcer dis- 
ease. The treatment of choice is a surgical 
by-passing procedure. 
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@ The differential diagnosis of poliomyelitis 
from disease caused by the Coxsackie viruses 
is frequently impossible without definitive 
studies obtained in a virus laboratory. 


DIAGNOSIS OF VIRAL DISEASES 


IN A GENERAL HOSPITAL 


10 Case Reports 


At the present time we see a large num- 
ber of respiratory, enteric, and central nerv- 
ous system infections caused by viruses. 
An etiologic diagnosis of these conditions 
is essential for the proper treatment of the 
patient, as well as for taking precautionary 
measures in protecting the contacts by 
available vaccination procedures and for 
providing information to the health depart- 
ment concerning the prevalence of disease. 


The Coxsackie viruses which may cause 
herpangina and epidemic pleurodynia can 
also produce a syndrome clinically indis- 
tinguishable from non-paralytic or mildly 
paralytic poliomyelitis. These cannot be 
differentiated on a clinical basis alone and 
only a virus diagnostic laboratory can assist 
us. It can also assist us in eliminating the 
diagnosis of “febrile infection of unknown 
etiology” in obscure conditions. 


The availability of the services of a local 
virus laboratory recently established in 


*Resident in Medicine, Wilmington General Hospital. 
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ERTUGRUL TEKISALP, M.D.* 


Wilmington has given the staff and resident 
physicians of the Wilmington General Hos- 
pital another important diagnostic mod- 
ality. The training we receive in viral 
disease is of inestimable value by making 
us more alert in suspecting these infections 
and in learning what specimens are needed 
to carry out the various tissue culture and 
serological studies. We also acquire more 
confidence in our efforts toward viral diag- 
noses when we know a virologist is avail- 
able for consultation. 


The following case reports are a represen- 
tative group of patients. A brief history, 
the admitting diagnosis, and the viral diag- 
nostic reports are given. 


Case 1. 


A 5\% year old white boy was admitted 
on 8-29-59 with complaints of fever of five 
days duration. Other symptoms were head- 
ache, stiffness of the back, and weakness of 
the neck flexor group of muscles. The 
spinal fluid revealed 75 cells of which 20% 
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were polymorphonuclear neutrophiles, and 
80% were lymphocytes; total protein was 
33 mgs.; globulin 2 plus and the colloidal 
gold curve was negative. The admitting 
diagnosis was mild paralytic poliomyelitis. 
Viral studies reported that Coxsackie virus 
was isolated in tissue cultures and suckling 
mice from throat swabs, stool, and spinal 
fluid. 


Case 2. 


An 11 year old white girl, admitted 
8-27-59 with fever. There was an ulcer- 
ation on the tongue and a whitish mem- 
brane on the bucchal membrane. There 
was marked lymphodenopathy on the right 
side of the neck. Clinical diagnosis was 
acute herpetic gingivostomatitis. Viral re- 
ports — Coxsackie-like virus isolated in 
tissue culture and in suckling mice. 


Case 3. 


A woman, 21 years old, admitted on 
8-26-59 with complaints of headache, drow- 
siness, malaise, and rigidity of the neck. 
There was no muscle weakness, muscle 
atrophy, or any limitation of muscle move- 
ments. The admission spinal fluid showed 
38 leukocytes with lymphocytes predomin- 
ating. There was a slight increase in the 
total protein and the globulin was plus 1. 
A repeat spinal puncture one day after 
admission revealed only two white blood 
cells with normal protein and negative col- 
loidal gold. Viral studies resulted in the 
isolation of Coxsackie virus in tissue cul- 
tures and in suckling mice. 


Case 4. 


A 10 year old white boy, admitted on 
8-25-59 with fever, malaise, slight puffiness 
of the eyelids, and marked stiffness of the 
neck, back and hamstrings. There was no 
muscle weakness. The spinal fluid showed 
no cellular increase, negative Pandy, and 
a total protein of 20 mgs. General condi- 
tion improved rapidly except for the tight- 
ness in the low back and hamstrings. The 
clinical diagnosis was Coxsackie virus. Viral 
studies revealed Poliomyelitis Type III, 
and negative for Coxsackie viruses. 
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Case 5. 


A white boy, aged four years, admitted 
8-18-59 with the complaints of fever, nau- 
sea, vomiting, and tightness of the neck 
and back. There was a bilateral positive 
Kernig sign. The spinal fluid was free of 
any cells, total protein was 28 mgs and the 
globulin was negative. Clinical diagnosis 
was non-paralytic poliomyelitis. The vir- 
ologist isolated a Coxsackie-like virus in 
tissue cultures and in suckling mice. 


Case 6. 


A 15 year old Negro boy was admitted 
7-29-59 with the complaints of fever, head- 
ache, and stiffness of the neck and back. 
He was ill at home for two days before ad- 
mission with pharyngitis and malaise. The 
spinal fluid was normal. A coxsakie virus 
infection was the admitting diagnosis. 
Patient recovered rapidly and was dis- 
charged in four days. Viral studies con- 
firmed the diagnosis through the isolation 
of Coxsackie virus in tissue culture and 
suckling mice. 


Case 7. 


A 28 year old Negro woman was admit- 
ted on 7-30-59. The chief complaints were 
marked weakness of both lower extremi- 
ties and both hands and had some weak- 
ness in swallowing. Deep tendon reflexes 
were strongly positive, positive ankle clonus, 
and positive Babinski on the left side. The 
spinal fluid findings were normal. Muscle 
and skin biopsies were reported as der- 
matomyositis. There was apparent muscle 
twitching on the muscle of the arm but 
no localized muscle paralysis. The pro- 
visional diagnosis was Amytrophic lateral 
sclerosis or a viral infection. Viral studies 
of throat swabs, stool, spinal fluid and 
blood were negative for the three types of 
poliomyelitis but a Coxsackie virus was is- 
olated in tissue cultures and suckling mice. 


Case 8 


A white boy, aged 8 years, admitted on 
7-13-59 with complaints of sudden onset of 
fever, headache, malaise, pain in the right 
leg which caused him to limp, and stiffness 
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Diagnosis of Viral Diseases in a General Hospital — Tekisalp 


of the neck and back. He was unable to 
bend his body forward when his legs were 
extended. Kernig sign was positive in the 
right leg. Spinal fluid revealed 6 lymph- 
ocytes, negative globulin, and 24.3 mgs. of 
total protein. Even though this child had 
received the usual] three Salk injections the 
diagnosis made was paralytic poliomyelitis. 
The virus laboratory reported Polio Type 
I was isolated in tissue cultures and veri- 
fied by neutralization tests. 


Case 9. 


A 64 year old white man was admitted 
on 7-6-59 complaining of weakness of his 
legs and hands for four days prior to ad- 
mission. Both arms and legs were weak 
but his feet appeared to be totally para- 
lyzed. Several spina] fluid examinations 
were performed with the following results: - 
7-6-59, 8 white blood cells; globulin was 
negative; total protein 41 mgs.; sugar 76 
mgs.; and chlorides 119 milliequivalents. 
7-8-59, 8 white blood cells; total protein 
33 mgs.; 7-13-59 a repeat lumbar puncture 
showed a total protein of 39 mgs.; sugar 
79 mgs., and chlorides 120.2 milliequiva- 
lents. Another spinal fluid examination 


on 7-29-59 disclosed 1 white blood cell, a 
total protein of 39 mgs., and sugar 69 mgs. 
The clinical diagnosis made was Guillain 
Barre Syndrome until the virus studies were 
completed which showed Coxsackie virus 
isolation. 


Case 10 


A 2% year old white girl was admitted 
on 6-22-59 with fever, marked rigidity of 
the neck, back, hamstrings, and calf mus- 
cles. There was marked weakness of both 
lower extremities, as well as flaccidity of 
all their muscles. Abdominal reflexes and 
deep reflexes of both lower extremities 
were absent. The spinal fluid examination 
revealed a pressure of 250 mm of water, 
5 lymphocytes, 59 mgs. of total protein, 
and four plus globulin. The child did not 
have any Salk inoculations. The diagnosis 
of paralytic poliomyelitis was made. Polio- 
myelitis Type I was isolated from throat 
swab, stool and spinal fluid and was con- 
firmed by neutralization tests. 


CONCLUSIONS 


Viral studies are a valuable aid in general 
hospital practice. 


Case No. Admitting Diagnosis Virological Diagnosis 
1. Paralytic Poliomyelitis Coxsackie 
2. Herpetic Gingivostomatitis Coxsackie 
3. Aseptic Meningitis Coxsackie 
4. Coxsackie Poliomyelitis III 
5. Non-paralytic Poliomyelitis Coxsackie 
6. Coxsackie Coxsackie 
7. Amytrophic Lateral Coxsackie 
Sclerosis 
8. Paralytic Poliomyelitis Poliomyelitis I 
9. Guillain Barre Coxsackie 
10. Paralytic Poliomyelitis Poliomyelitis I 


Hobbies — Yours 


Information from all members of the Medical Society of Delaware 
regarding hobbies they indulge in would be appreciated by the editors. 
It will introduce a subject interesting to readers— and also set an 
example for our patients. Think about it and contribute your informa- 


tion to the editoral office. 
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@ in acne, a condition that is stubborn and 
resistant to many forms of treatment, no small 
detail that might possibly be of benefit to the 
patient should be overlooked. 


ELMER R. Gross, M.D.* 


Acne vulgaris' is still a prime derma- 
tologic problem, since it not only affects 
teen-agers, but many adults are plagued 
with it. 

The psychic trauma produced by acne 
scars is an accepted fact, therefore the 
fundamentals of management can not be 
taken too lightly, nor can the therapeutic 
approach be overemphasized. 


This group of patients should be cau- 
tioned about their intake of halogens. Of 
the halogen group, dermatologists have 
been cognizant of bromine and iodine al- 
lergies and intoxications for many years. 
The pharmacologist is aware that halogen- 
ation enhances the physiologic activity of 
chemotherapeutic agents. 


The halogens have long been recognized 
as acnegenic agents; their role in activating 
or precipitating a pre-existing acne is a 
dermatologic acceptance. Nevertheless, 
many physicians today are overlooking the 
fact that their patients may be absorbing 
one or more of the halogens from readily 
available sources. 


Iodides are a particularly prevalent halo- 
gen, often found both in the multi-vitamin 
tablet containing minerals, as reported re- 
cently in the Schoch Letter,** and in a 
high potency vitamin milk preparation now 
on the market. It has become routine prac- 
tice for many dermatologists to curtail the 
use of iodized salt in the regimen they 
advise for acne patients, except for those 
living in the “goiter belt.”” Shellfish also 


*Attending Chief at Wilmington General Dermatology Clinic. 
**Current News in Dermatology, Arthur Schoch, M.D., Editor. 
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HALOGENS IN ACNE 


are notoriously rich in iodides. 


Patients beyond adolescence with acnei- 
form lesions should be questioned in detail 
about their intake of halogens in the form 
of food, vitamins and drugs particularly in 
this day of “tranquility” bromides, which 
as nerve tonics are purchased by patients 
in the open market. Many are habitual 
users of “bromos”’ which are readily dis- 
pensed over drug and soda fountain coun- 
ters. In fact, “Give me a bromo” is common 
nowadays at drug store fountains. 


Fluoride, of the halogen group, bears a 
close chemical relationship to bromine and 
iodine; therefore, it should be expected 
that fluorine would aggravate acne. Prior 
to the fluoridation of our local water supply 
many dentists advocated and used fluorides 
both in tablets and local application for a 
number of their patients. Fluoride levels 
are high in tea and sea foods as well as in 
some drinking water supplies. 


I have observed a group of twelve pa- 
tients with mild acne who have taken 
fluorides over a period of time; there has 
been no increase in comedo-papulo pustular 
lesion activity in this number. This con- 
clusion would seem to bear out Epstein’s 
findings’? wherein there was no activation 
of acne following the ingestion of fluoride 
tablets experimentally. However, we should 
not close our eyes to the possibility that 
fluorides may be another “don’t” in our 
instructions to acne patients. 


REFERENCE 
1. Gross, Elmer R.: Some common sense concepts in the 
management of acne vulgaris; Del. St. d. J. 27:15, 1955. 
2. Epstein. Edwin. Effects of fluorides on acne vulgaris. Stan- 


ford Medical Bulletin, 9:243-4, November, 1951. 
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When too many tasks seem to crowd the unyielding hours, 
a welcome “pause that refreshes” with ice-cold Coca-Cola 


often puts things into manageable order. 
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meprobamate with PATHILON® tridihexethyi chloride Lederie 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 


meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 


Administration and Dosage: PATHIBAMATE-400 —1 tabict three times a day at mealtime and 


2 tablets at bedtime. 
PATHiSAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 

Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Enrollment limited. 


write to: 


TEMPLE UNIVERSITY 
MEDICAL CENTER 


presents the 4th Annual Postgraduate 
Course 


RECENT ADVANCES IN 
MEDICINE 
11:00 A.M. to 4:00 P.M. 


on 


8 consecutive Wednesdays 


from 


October 19 to December 7, 1960 


The course will consist of seminars, panel discus- 
sions, clinics, lectures and ward rounds considering 
subjects of interest to the family physician. Several 
distinguished out of state authorities will participate 


Registration fee: $50.00 


For further information and curriculum, 


Department of Medicine 
Temple University Hospital, Phila. 40, Pa. 
Thomas M. Durant, M.D. 


Professor 


Albert J. Finestone, M.D. 
Director of Postgraduate Course 


We maintain 
prompt city-wide 
delivery service 


for prescriptions. 


ef> 
CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial OL 6-8537 WY 4-3701 


Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 


Prescriptions 


BAYNARD BUILDING 
5th & Market Sts. 


Wilmington, Delaware 


MEDICAL CENTER 


1003 Delaware Avenux 


about 


46 CALORIES 


per 18 gram slice 


INGREDIENTS 
WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bokers Services, Inc., Chicage 
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@ Pain at the onset of the disease is one of 
of the cardinal symptoms of poliomyelitis. 
Protamide has given excellent relief of this 


PAIN IN ACUTE POLIOMYELITIS 


CONTROL WITH PROTAMIDE 


pain in a significant number of patients. 


GEORGE J. Bornes, M.D.* 


Pain is one of the cardinal symptoms in 
poliomyelitis. It affects the patient most 
profoundly at the onset of the disease there- 
fore, it is mandatory to relieve pain and 
make him comfortable in the early stages 
of the management of poliomyelitis.'” 


There are several possible mechanisms 
which may be responsible for pain.> These 
are, inflammatory reactions involving the 
posterior roots of the spinal cord, dorsal 
ganglion or the meninges;* secondary in- 
flammation of various components of the 
sympathetic system; hyperactivity of the 
sympathetic nervous system which evokes 
vasoconstriction leading to muscle ischemia 
and pain, the production of abnormal 
metabolites in the affected muscle group® 
and the reflex pain arising from spasm of 
a muscle group itself.’ 


Analgesics are routinely employed to 
relieve nerve root pain although their 
therapeutic effect is temporary and often 
partial relief is obtained. Hot packs have 
been used in the past for relaxing muscle 
spasm and relieving pain but with minimal 
benefit. Muscle relaxant drugs have not 
been found beneficial. Morphine and other 
narcotic drugs are not used because of their 
depressing effect on respiration and aggra- 
vation of possible bulbar symptoms. Nar- 


*Director and Chief of Medicine, St. Francis Hospital; Attending 
Chief of Communicable Diseases and Poliomyelitis, Wilmington 
General Hospital; Chairman, Virus Laboratory of Delaware. 
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cotics are never used in bulbar cases with 
respiratory difficulty, especially those who 
are in any type of respirator. 


Sedation in patients with respiratory in- 
volvement should be selected carefully. Mild 
sedatives such as barbiturates will suffice 
for giving the patient rest. However, be- 
cause of their extreme apprehension, per- 
sonal reassurance by the attending phy- 
sician and an experienced nurse constantly 
in attendance are superior to sedatives in 
keeping these patients emotionally relaxed. 


Protamide has been successfully used in 
the treatment of neuritis® and spinal nerve 
root pain of various etiologies? including 
Herpes Zoster.'’:'! In these conditions the 
drug was found to be without untoward 
effects and the relief obtained was fast, 
complete and lasting. 


The present report describes our experi- 
ence with Protamide in acute poliomyelitis. 


Method And Material 


Therapeutic effectiveness of Protamide 
was investigated in thirty-three hospitalized 
cases of acute polimyelitis. Included in 
this study were sixteen paralytic, ten non- 
paralytic and seven respiratory paralytic 
cases. Diagnosis was established on the 
basis of clinical symptoms and laboratory 
findings. Each case was classified as either 
moderate or severe, depending on severity 
of clinical symptoms, 
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Protamide therapy was employed as an 
adjunct to the therapeutic regimen rou- 
tinely used in our patients for the man- 
agement of acute poliomyelitis.” One ampul 
(1.3 ml) was administered intramuscularly 
every four hours as necessary and was 
continued for three to six days or until pain 
was relieved. 


Aspirin was administered for milder 
complaints such as headache. Hot packs 
were rarely employed. 


DISCUSSION OF RESULTS 


As far as relief from pain is concerned 
most encouraging results were seen in 
twenty-eight (84%) cases. The following 
Table summarizes the data. 


In the non-paralytic group six cases were 
severe and four moderate while five of the 
sixteen paralytic cases were moderate and 
eleven severe. All these patients obtained 
good to excellent results. Of the seven 
respiratory paralytic cases the beneficial 
effect was equivocal in five while good relief 
was obtained in two. 


The action of the drug is not clear. It 
may counteract the edema present in the 
cord or nerve trunks by some enzyme ac- 
tion, or it may reduce the outflow of serum 


and cellular elements through the damaged 
capillaries which produce perivascular in- 
filtration. 


It is our impression that Protamide is 
safe and an effective adjunct in the thera- 
peutic regimen in the early stages of polio- 
myelitis management. It has given us 
superior clinical results, as evidenced by 
immediate and prolonged relief from pain. 


SUMMARY 


Protamide, a modified proteolytic en- 
zyme, has been investigated in 33 cases of 
acute poliomyelitis for its therapeutic ef- 
ficacy to control pain. The drug (1.3 ml) 
was administered intramuscularly every 4 
hours as necessary and was continued for 
three to six days or until complete relief 
was obtained. 


Good to excellent results were obtained 
in twenty-eight (84%) patients and no 
untoward effects were noted in any patient 
regardless of the extent of involvement of 
the spinal or bulbar areas. 


Theories of the mechanism of pain are 
discussed. Although the exact mechanism 
of the action of the drug is not clear, re- 
lieving the inflammatory edema of the 
nerve trunks is a strong possibility. 


TABLE 
Relief of Pain in Response to Protamide Therapy 
Number of GRADE OF SEVERITY RELIEF FROM PAIN 


Diagnosis Patients Moderate Severe Excellent Good Poor 
Non-Paralytic 10 4 6 8 2 
Paralytic 16 5 11 9 7 
Respiratory 
Paralytic 7 7 es 2 5 
TOTAL 33 9 24 17 11 5 
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@ Leptospirosis should always be suspected 
when a patient with an acute febrile illness 
has hepatic, renal, and central nervous system 
involvement. 


LEPTOSPIROSIS 


ERTUGRUL TEKISALP, M.D.* 
JAMES P. WALSH, M.D.** 


Leptospirosis was first recognized as a 
clinical entity in 1883 when Landouzy’ 
described two cases among Paris sewer 
workers. In 1886, Weil observed several 
human cases with jaundice, fever and hem- 
orrhagic tendency accompanied by signs of 
hepatic and renal failure with a high fa- 
tality. Years later in 1915, Inada identified 
the causative microbe as a spirochete which 
was subsequently named a Leptospira by 
Noguchi.’ 


American And World Incidence 


In the United States less than 500 cases 
have been reported since 1922. By 1951, 
only 13 cases of Leptospira canicola infec- 
tion had been reported in this country since 
Meyer’s description of this disease in 1938. 
Human infection due to Leptospira pomona 
and Leptospira autumnalis has only been 
recognized since 1948. Recently, sporadic 
cases of Leptospirosis due to Leptospira 
grippotyphosa, Leptospira bataviae, Lepto- 
spira australia, and Leptospira hebdomadis 
have been reported.’ 


In 1939, there appeared a review from 
the Netherlands in which 374 cases were 
exhaustively studied.» The number reported 
in England, France and Germany, runs well 
over a thousand.* It has been found to be 
relatively common in Denmark, Austria, 
Egypt and parts of South America. It 
has been described and treated by Japanese 
observers in the Philippines more fre- 


*Resident in Internal Medicine, Wilmington General Hospital. 
** Assistant in Medicine. 
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quently than in the United States.! 
Epidemiologic Aspects 


Leptospirosis is a disease of lower ani- 
mals, the most important of which belong 
to the Rodent family. The transmission 
from lower animal reservoirs is most fre- 
quently accomplished through the medium 
of water contaminated by the urine of these 
animals. Although direct contact with in- 
fected tissues, as in the case of Veterinar- 
ians and slaughterhouse workers may re- 
sult in infection of man. The known lower 
animal hosts and reservoirs of Leptospiral 
serotypes in the United States are dogs, 
cats, rats, mice, oppossums, cattle, swine, 
horses and foxes.' The causative organism 
will live for a period longer than three 
weeks in stagnant water which is neutral 
or slightly alkaline. In the Netherlands, 
it has been shown that 91 percent result 
from those whose occupations necessitate 
the frequent handling of rats.» It has 
been shown that water infected with the 
excreta of spirochete carrying rats, may 
infect man either through abrasions on the 
skin,° through the gastrointestinal tract,’ 
through the nasal mucous membrane or 
through the mucous membrane of the oc- 
ular conjunctiva. 


Clinical Futures Of The Disease 


Leptospirosis usually begins abruptly 
after an incubation period of 3 to 9 days. 
The onset of the disease is so sudden that 
the patients can name the hour at which 
they became ill. Characteristically, there 
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is an abrupt onset of severe headache, usu- 
ally frontal, but occasionally bitemporal or 
occipital often associated with chilly sen- 
sations and severe prostration. Muscular 
aching, especially of the muscles of the 
calves of the legs is prominent. Headache 
is generally present in Leptospiral infec- 
tions and in 50 ercent of the patients, it 
is accompanied by retrobulbar pain. Fre- 
quently nausea and vomiting are persistent 
and severe. Abdominal pain may be out- 
standing and the condition may be difficult 
to distinguish from an acute surgical ab- 
domen. One of our cases (No. 1) had very 
severe pain in the right upper quadrant 
which was originally thought to be due 
to acute cholecystitis. Cough and hiccough 
are common and frequently associated with 
productive sputum which may be bloody, 
suggesting pneumonia, and this may actu- 
ally be present. One of our cases (No. 1) 
had bilateral pulmonary infiltration. The 
temperature range is usually between 102 
to 106 F. The patient appears acutely 
and seriously ill, herpes is unusual and 
when present, is usually hemorrhagic. Ex- 
amination of the urine will frequently re- 
veal albuminuria and casts during the acute 
phase of the disease. When the infection 
is severe, as evidenced by jaundice and 
renal insufficiency, the illness is usually 
called Weil’s Disease. The febrile phase 
usually ends in a week. Hematemesis and 
hemoptysis are the most common hemor- 
rhagic manifestations of Leptospirosis fol- 
lowed in frequency by conjunctival hem- 
orrhage, epistaxis, petechia in the skin, and 
melena. Case No. 1 presented conjunctival 
hemorrhages and petechiae. Lymphadeno- 
pathy occurs in about 40 percent of patients 
but splenomegaly is rare. Although nuchal 
rigidity may appear in 30 to 40 precent, 
the overall incidence of actual meningeal 
involvement in Leptospiral infection is not 
known but is at least 50%.°:'° The French® 
describe true opisthotonis, but this symp- 
tom is rare. When jaundice is present, it 
usually appears toward the end of the first 
week as the fever is subsiding. Those with 
marked liver involvement show evidence 
of progressive hepatic dysfunction, and re- 
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covery may not become evident until the 
end of the second or third week of disease. 
Renal decompensation is also a part of the 
severe infection as evidenced by anuria, 
azotemia and a lower nephron syndrome. 


Fatalities in Leptospirosis are almost al- 
ways ascribable to renal failure with hepa- 
tic insufficiency although peripheral vascu- 
lar collapse and hemorrhagic deaths are 
seen. Leucocytosis is present from the onset 
and is usually between 14,000 and 20,000 
with a marked increase in young poly- 
morphnuclear leucocytes. Platelets and pro- 
thrombin time are normal even though the 
hemorrhagic tendency is prominent. 


Laboratory Diagnosis Of Leptospiral Infection 


Laboratory diagnosis of Leptospirosis 
may be made by microscopic demonstration 
of the organism in tissues or body fluids, 
by recovery of the organisms in culture or 
in laboratory animals, and by serological 
demonstration of rises in Leptospiral anti- 
body levels. Leptospirae are present in the 
blood and may also be present in the cere- 
brospinal fiuid during the initial febrile 
stage of illness. Their disappearance from 
the blood is associated with remission of 
fever and the appearance of specific anti- 
bodies. The Leptospiremic phase is usually 
limited to the first week of illness. Com- 
plement — fixing antibodies are usually 
first detectable at the tenth day of disease, 
while agglutinating antibodies generally 
first reach significant levels at the twelfth 
day. Direct microscopic examination of 
body fluids by dark field illumination offers 
the theoretical advantage of the most rapid 
diagnosis of Leptospirosis. In _ practice, 
there is difficulty in demonstrating Lep- 
tospirae and often falsely negative reports 
occur. Therefore, the isolation of the organ- 
ism often depends on inoculation of sus- 
ceptible laboratory animals such as the 
hamster and demonstration of the organ- 
ism in the blood or peritoneal fluid of the 
animal either by dark field examination or 
culture in artificial media. Leptospirae 
grow relatively slowly in any of the artifical 
media. In most instances, the organisms 
cultured cannot be demonstrated by dark 
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field examination prior to the fourteenth 
to twenty-first day of incubation at 32°c. 
The most widely employed serological 
methods for diagnosis of Leptospirosis have 
been the agglutination and the agglutina- 
tion — Lysis tests. 


Treatment 


The effect of antibiotics on Leptospires 
in vitro as well as Leptospiral infection in 
laboratory animals has been studied by 
several investigators. Penicillin, strepto- 
mycin and tetracyclines have been shown 
to protect experimentally infected guinea 
pigs and hamsters. There is general agree- 
ment that chloramphenicol is not particu- 
larly effective against Leptospirae in vitro 
and that it is ineffective in experimental 
infections of laboratory animals. Doherty” 
is a retrospective study of 273 cases of Lep- 
tospirosis was able to demonstrate a reduc- 
tion in the mean duration of fever among 
penicillin treated patients. ‘The use of 4 
to 6 million units of penicillin daily is 
probably indicated in a Leptospiral infec- 
ton of more than average severity. 


Case History No. | 


A 22 year old white man was admitted 
to the Wilmington General Hospital on 
September 16, 1959, complaining of very 
severe pain in the right upper abdomen 
and across the epigastrium of 4 days dura- 
tion. His illness began abruptly 4 days 
before admission. He experienced a shaking 
chill followed by nausea, vomiting, fever 
and headache. He was treated by his 
physician at this time with a penicillin 
injection. Most of his symptoms persisted. 


Past History 


He gave a history of swimming in the 
Christiana River many times during the 
past summer. Rats were prevalent in the 
area. Physical examination on admission 
revealed a moderately ill, lethargic man. 
The temperature was 98.5’, pulse 80, res- 
piration 20 and BP 130/86. Physical exam- 
ination was completely negative except for 
marked tenderness in right upper quadrant. 
The admission blood count showed 15,950 
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Leptospirosis — Tekisalp 


white blood cells per cubic millimeter, with 
90% segs., 10% lymphocytes. The urine 
showed 1+ Albumin, 3-4 WBC, rare finely 
granular casts. Thymol turbidity 2.5 units, 
cephalin flocculation +3, transaminase 24 
units, amylase 38 units, Alkaline phos- 
phatase 3.6, VandenBerg direct 0.12 mg.%, 
indirect 0.31%, total 0.43%. 


The morning after admission, the tem- 
perature spiked to 102.4 and in the after- 
noon to 101.8. A repeat WBC was 18,300 
per cubic millimeter with 2% stab., 90% 
segs., 8% lymphocytes, hemoglobin 78%, 
hematocrit 39%, sed. rate was 34 mm/hr. 
Three days later he became more acutely 
ill and experienced nuchal rigidity. Vomit- 
ing had persisted as had some abdominal 
pain and right upper quadrant tenderness. 
He coughed up blood tinged sputum, 
petechial hemorrhages were noted in the 
right bulbar conjunctiva and the anterior 
chest wall. The skin and conjunctiva be- 
came slightly icteric. Spinal tap was per- 
formed with an opening pressure of 345 
mm H». The fluid was slightly cloudy, it 
contained 398 WBC with 54% polys and 
46% lymphs., protein 38%, globulin nega- 
tive, gold curve normal. Spinal fluid smear 
was negative for organisms and AFB. 


Two routine sputum cultures were nega- 
tive for pathogenic bacteria. Repeat urin- 
alysis revealed negative albumin, WBC 
15-20, hyaline and WBC casts, Vanden- 
Berg was direct 4.6%, indirect 2.2 mg.%, 
total 6.8 mg.%, BUN was 21 mgm.%. 
Agglutination tests for typhoid and para- 
typhoid were negative. Repeat thymol 
turbidity was 6 units. Cephalin floccula- 
tion was 4+. Blood count revealed WBC 
12,350 with 5 stab., 59 segs., 36 lymphs., 
Hb. 56% (8.4. gms.), Het. 32%, RBC 
2,830,000. Platelets 84,000. ‘Two blood 
cultures and two stool cultures were nega- 
tive. Chest x-ray on admission was normal 
except for prominence of the hilar shadows. 
Chest x-ray on the 3rd day after admission 
revealed in addition to the prominence of 
the hilar shadows, a rather diffuse infiltra- 
tion throughout both lung fields, particu- 
larly both lower lobes. He was treated 
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with combination of aqueous penicillin 
4,000,000 U. in 1,000 ee G/W, q8H, Strep- 
tomycin 0.5 Gm., IM every 12 hours, isoni- 
cotinic acid hydrazide 100 mgs. TID, chlo- 
romycetin, 100 mgs. IM q6H. The tem- 
perature became normal on the following 
day. The spinal tap was repeated which 
was entirely normal. Spinal fluid cultures 
were again negative. All medications were 
gradually reduced. He recovered rapidly 
in the next few days and was discharged 
on the 17th day after admission, com- 
pletely asymptomatic. All etiologic studies 
were negative at the time of discharge, but 
follow up studies revealed that his Lepto- 
spiral agglutinations were: October 1, 1959, 
Leptospira Canicola 1:100; November 19, 
1959, Leptospira Canicola 1:200 and Lep- 
tospira Ictero 1:400. These agglutination 
tests were performed by the Communicable 
Disease Center, Laboratory Branch, Cham- 
blee, Georgia. It was their opinion that 
these titers indicated the patient was in- 
fected with Leptospira Ictero hemorrhagie. 


Case History No. Il 


A 54 year old Negro woman patient was 
admitted on August 18, 1956 with chief 
complaint of headache, stiffneck, high tem- 
perature of 2 days duration. Her illness 
began suddenly 2 days before admission 
with stiff neck, very severe frontal head- 
ache and fever. The day after admission, 
the stiffness of neck became more pro- 
nounced. Physical examination was nega- 
tive except for marked nuchal rigidity. 
Spinal tap was performed on admission 
with initial pressure 210 mm H», 15 WBC, 
13 polys., 2 lymphs, total protein 38.4 
mg.%, globulin 4+. The blood count was 
11,350 per cu.mm. WBC with 16 stab., 68 
segs., 15 lymphs, 1 mono. Hemoglobin was 
76% (11.4 gms.). Urinalysis revealed 
specific gravity 1010, 4+ albumin, 12-14 
WBC, 6-8 RBC, a few days later, she de- 
veloped tenderness in both parotid glands 
and the right parotid gland was felt to be 
enlarged. Abdomen was tender with mod- 
erate distention, especially in the upper 
abdomen. She was noted to be jaundiced. 
The serum amylase was 229, icterus index 
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60 units, cephalin flocculation 2+, thymol 
turbidity 4.5 units, VandenBerg direct 8.5 
mgm.%, indirect 2.2 mgm.%, total 10.7 
mgm.%, BUN 60 mgm.%. The tempera- 
ture became normal two days after ad- 
mission. Patient was treated with penicil- 
lin 600,000 units, BID. The general condi- 
tion of the patient improved markedly 5 
days after admission. Repeat BUN was 
18 on August 27, 1956. Serum bilirubin 
was direct 4.9 mgs.%, indirect 0.9 mg.%, 
total 5.8 mg.%. Patient was discharged 
on the 13th day completely asymptomatic. 
The Leptospiral agglutinations were as fol- 
lows: September 4, 1956, L. ictero 1:256, 
L. canicola 1:128, L. pomona 1:28; October 
22, 1956, L. ictero 1:128, L. canicola 1:16, 
L. pomona 1:32; February 15, 1957, L. 
ictero 1:128, L. canicola 1:32, L. pomona 
1:64. In this patient, no history of the 
possible source of infection was elicited. 


DISCUSSION 


The combination of hepatic, renal, and 
central nervous system involvement in an 
acute febrile illness should be considered 
almost pathognomonic of Leptospirosis. 


Of the two cases presented, the first had 
significant hepatic and central nervous sys- 
tem involvement and the second evidence 
of involvement of hepatic, renal and per- 
haps the central nervous system. 

The clinical picture of Leptospirosis is 
reviewed by the authors. Two cases with 
suggestive serological confirmation are pre- 
sented. 
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@ Contact lenses, in addition to their increasing 
popularity for cosmetic purposes, are found to 
be superior to regular glasses in correcting 
certain types of visual problems. 


AN EVALUATION OF CONTACT LENSES 


Due to the fact that there are now over 
seven million contact lens wearers, and a 
marked increase daily in public interest, I 
believe it is the obligation of all doctors to 
be well aware of the facts on this subject. 


As a result of improved lenses and fitting 
techniques there has been a big increase 
in the percentage of successful wearers. 
Over 50 per cent now wear their lenses all 
day (16 or more hours) and about 80 per 
cent wear them a big part of the day (8 or 
more hours). A smal] percentage are even 
wearing them without removal for months. 


History 


Contact lens history goes back to 1888 
with the first lens of Wiesbaden. These 
were made of glass and were of the large 
scleral type (up to 25 mm. in diameter) 
and over ten times as heavy and thick as 
our modern microcorneal lenses. In 1948, 
the Tuohy lens marked the beginning of 
the smaller, plastic, corneal type of lens. 
1954 saw the introduction of the microlens 
which was 9.5 mm. in diameter and fit only 
on the cornea. In the past five years, there 
have been progressive refinements and other 
improvements to achieve better fitting and 
longer wearing time for the patient. No 
longer does the patient have to introduce 
special fluids into the eye, as the lens now 
rides on a fine layer of normal tear fluid 


*Chief of Ophthalmology at Delaware, Wilmington General and 
St. Francis Hospitals and on the courtesy staff of Memorial 
Hospital, Wilmington. 
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WILLIAM H. Kratxka, M.D.* 


between the lens and the anterior corneal 
surface. 


Role Of The Ophthalmologist 


At the present time the handling of the 
contact lens patient varies with the Oph- 
thalmologist. Most of them are still acting 
only as a consultant who does the refrac- 
tion and then refers the patient to an 
optical technician for the lens fittings. The 
Ophthalmologist later checks the refrac- 
tion again with the contact lenses in place. 
He should also examine the fit by means of 
a slit-lamp (after the installation of flur- 
oescein eye drops) in order to determine 
the lens-corneal relationship. An increas- 
ing number of Ophthalmologists are doing 
their own fittings and in this manner have 
full control of the patient. In this in- 
stance, the doctor takes all the measure- 
ments, orders the lenses, and checks the 
fittings himself. This includes the refrac- 
tion and the Keratometer readings to de- 
termine the proper radius of curvature for 
each individual patient. 


Indications For Contacts 


The most common use of contact lenses 
today is for the correction of marked 
myopia, hyperopia, and/or astigmatism, 
particularly where a patient has been a 
constant eye glass wearer for years. The 
added advantages of increased visual 
acuity, greater field of vision, and markedly 
improved cosmetic appearance makes for 
a highly motivated and often better psy- 
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chologically adjusted patient. 


This type of lens is also indicated and 
extremely helpful to the post-operative 
cataract patient. The elimination of the 
regular thick aphakic lens removes the an- 
noying prismatic distortions and provides 
a larger field of vision. Is is particularly 
helpful in the monocular aphake especially 
following removal of a traumatic cataract. 
Use of a single contact lens allows this 
patient to regain his binocularity. 


Where patients have subnormal vision 
and are inadequately aided by regular 
glasses, contact lenses often make possible 
increased visual acuity especially when 
combined with high powered magnifying 
lenses in their glasses, thereby creating a 
most satisfactory telescopic lens combina- 
tion. 


In cases of Keratoconus, contact lenses 
frequently produce a marked improvement 
in vision over that obtained by regular 
lenses and often eliminate the necessity 
for corneal transplant surgery. 


There are numerous vocational, avoca- 
tional, and occupational indications jor 
contact lenses. ‘Today there is a greater 
demand for them from people in the sports 
and theatrical field, not only for cosmetic 
reasons but for the added safety and visual 
benefits they offer. 


Contraindications 


Since there is a definite adjustment 
period to these lenses, usually ranging any- 
where from two weeks to three months, 
motivation or “intense desire” on the part 
of the patient (not just an idea on the 
part of the spouse, mother, father or 
friends) is a must. No one should try to 
to wear contact lenses without the proper 
motivation. Moreover, the emotional or 
neurotic patient should never be considered 
a good subject for contact lenses. 


Other contraindications include local 
ocular disturbances such as allergic lid ir- 
ritations, excessive dryness of the eyes, 
epihora, corneal degeneration, and spastic 
or “tight” eyelids. 
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CASE REPORTS 
Case | 


Severe Myopic Astigmatism and Ani- 
smetropia 


Patient: Age 23, white woman 
History — Patient had worn glasses since 
grammar school but was never able to see 
well in the distance with them. 


Vision 
R.E. 20 /300 without 20 /70 with 
L.E. 20 /300 correction 20 ‘70 correction 


(About 70° of normal vision with correc- 
tion) 


Patient was wearing: 


R.E. — 8.50 + 1.00 x 85 = 20 /70 
L.E. — 8.75 + 1.50 x 90 = 20/70 


Refraction revealed: 


R.E. — 17.25 + 5.25 x 85 = 20 /40 
L.E. — 11.75 + 3.75 x 95 = 20 /30-4 


Apparently this patient had been pur- 
posefully under-corrected by her previous 
doctor in view of the obvious severe ani- 
sometropia (marked difference in _ refrac- 
tion of the 2 eyes). This difference of 
image size would have been impossible to 
tolerate, and she would not have been 
able to maintain binocularity for any length 
of time. 


This patient was fitted with contact 
lenses to which she adjusted very rapidly. 
Her vision improved to 20 /30 + 2 in each 
eye (or approximately 94% of normal 
vision). She is at present wearing her 
lenses up to 16 hours daily and having no 
difficulties. Needless to say she is a very 
happy young lady. 


Case Il 


Post traumatic monocular aphakia 
Patient: Age 31, white man automobile 
mechanic 


History — Lacerated globe and damaged 
lens while at work. The injury resulted 
in a traumatic cataract which had to be 
removed about ten months following the 
original accident. Post-surgically, the pa- 
tient developed a large Exotropia (Diver- 
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gent Squint) of the aphakic eye. This was 
corrected by the wearing of a single con- 
tact lens plus a period of Orthoptic ex- 
ercises. This patient now wears his lens 
full time and has 20/20 vision in each eye 
plus second grade fusion with good ampli- 
tudes. When the lens is removed, the eye 
immediately diverges way out and causes 
a marked cosmetic blemish. 


Federal Employes Health Act 


SUMMARY 


From the above facts and figures we 
realize that it is important for all physicians 
(not only Ophthalmologists) to be con- 
versant on this increasingly popular topic, 
and that they should be aware of the many 
excellent indications for and proven ad- 
vantages of contact lenses for an increasing 
number of eye problems. 


THE FEDERAL EMPLOYEES HEALTH ACT — Its Significance for Medicine 


The Federal government, as an employer 
— the largest employer in the U.S.A.— is 
about to provide medical care security to 
some 4 million Federal employees and their 
dependents. There are about 4,000 Federal 
employees in Delaware. 


Under the new Health Benefits Act 
passed by Congress last September, govern- 
ment workers will begin to enroll about 
June 1, 1960 in one or another of four 
types of hospital and medical care pro- 
grams: 1) Blue Cross-Blue Shield; 2) a 
commercial insurance plan; 3) an employee 
organization plan (set up by Federal em- 
ployee organizations); 4) a comprehensive 
“closed panel” plan — where such programs 
exist. Federal contributions will commence 
in July toward the cost of whatever plan 
may be selected by each Federal worker. 


Each employee will have the utmost free- 
dom to choose among the specific plans to 
be approved by the U. S. Civil Service Com- 
mission in negotiations now going on be- 
tween the Commission and the “carriers” of 
the four types of program specified in the 
Act. 


Our government has shaped its program 
in accordance with the mutual desire of its 
employees and their doctors for a free 
choice of physician and plan. 


To meet the natural requirements of the 
Civil Service Commission for a reasonable 
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degree of uniformity among the programs 
offered by the 79 Blue Cross and the 67 
Blue Shield Plans, many Plans will have to 
alter or add to their established benefit pro- 
visions. This will call for cooperation 
among all of us who are presently providing 
services to patients under our local Blue 
Shield Plans. 


The significance of the Federal Employee 
Health Benefits Act for the future of Amer- 
ican medicine can scarcely be exaggerated. 
Under the terms of this act, our govern- 
ment will contribute toward the cost of a 
hospital and medical care coverage pro- 
gram for all Federal employees. Thus, the 
government as an employer assumes a direct 
interest in, and responsbility for, the health 
care of its career employees. 


Moreover, the government may be ex- 
pected to scrutinize the effectiveness of the 
coverage provided in order to assess the 
capacity of our voluntary programs to func- 
tion in an acceptable fashion in meeting the 
public’s need for “prepaid” health services. 
Thus, our voluntary system of prepayment 
as well as those dedicated to the support of 
those programs may be said to be on trial. 
And if our physician-sponsored programs 
serve creditably and satisfactorily, the med- 
ical profession through its own prepayment 
plans will have struck a mighty blow for the 
future of free enterprise and the private 
practice of medicine. 
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A.M.A. figures show that with present population growth rate the 
United States in 1970 will have 30% less physicians per population ratio 
than we have today. Our 6860 annual graduates from United States medical 
schools will be woefully inadequate in numbers. To keep our present ratio, 
by 1975 we will need 11,000 graduates annually. Where are they to come 
from? Will it be possible for physicians to increase their work loads by 30%? 


Today foreign graduates are filling the gap (8392 in 1958-1959). In 
New York City, 50% of all hospital residents are foreign trained while 25% 
in the rest of the United States are foreign trained. 


Since United States hospitals have openings for 44,695 residents and 
interns, how can 6860 graduates fill the needs? 


Foreign graduates will fail to supply demands after 1960 when they 
must be certified abroad before they can be accepted in an approved United 
States intern-residency program. Only then will they be allowed to apply 
for five year exchange visitor visas. 


The A.M.A. ruling directly affects about 1400 hospitals leaving the 
5500 others to do as they please. The American Hospital Association has 
served notice that hospitals that refuse to drop uncertified foreign graduates 
will be dropped from listing in the 1961 A.H.A. directory. In other words 
they will lose their “accreditation.”’ 


March 16, 1960 examinations for foreign graduates were given by the 
Educational Council for Foreign Medical Graduates. About 45% of the 
6500 are expected to qualify for full certification. 25% are expected to get 
temporary certificates, good for two years. The remaining 30% or 2000 
plus foreign graduates are expected to fail. 


Hospitals already have too many vacancies in intern and residency 
positions and will be worse off than ever since they will be forced to discharge 
uncertified foreign graduate house staff members. 


Most who have studied the matter agree that the solution is to enlarge 
present United States medical schools and to build new ones. Many think 
that Delaware could and should build a two year school. Since there are 
at present 700 vacancies in third and fourth year United States medical 
school classes, graduates of two year schools are eagerly sought. 


President, Medical Society of Delaware 
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C'ditorials 


THIS MONTH'S SCOREBOARD— 


On May 10th an ambulance on its way 
from Newark to the Delaware Hospital 
allegedly went through a red light and col- 
lided with another car. The patient in 
the ambulance suffered injuries and there 
was considerable property damage. 


Less than two weeks later a child known 
to be allergic to bee sting was stung while 
riding on or near the New Jersey approach 
to the Delaware Memorial Bridge. It was 
reported that her life was saved by reason 
of her rapid transit to a Wilmington hos- 
pital where she received an injection of 
adrenalin. This incident represents one 
of the few medical emergencies where time 
truly is a factor. There are two other 
factors, however, that seem to have been 
overlooked: If the incident actually did 
occur near the New Jersey approach to 
the bridge, there was a hospital much closer 
than any of the Wilmington hospitals; 
furthermore, there is no traffic at all be- 
tween the bridge and the Salem Hospital. 
Secondly, is this child expected to go 
through life within sprinting distance of a 
hospital? Surely it would be more reason- 
able to instruct the parents in the use of 
a hypodermic syringe and give them adren- 
alin for emergency use. 


AIN'T IS IN THE DICTIONARY— 


The recent revision of a Cornell classic, 
The Elements of Style, stresses simplicity 
and brevity, two of the undoubted essen- 
tials of good style. 


It always is distressing to see the birth 
of a new word, particularly when it seems 
to be an unnecessary addition. Unlike 
ain’t, contratest isn’t in the dictionary but, 
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judging from the context, it probably means 
control. This word has recently flourished 
in some medical journals whose editors can 
not practice as they preach. Let us look 
for an early demise of this_ stranger 
whose sound is so reminiscent of bureau- 
cratic boondoggling. 


FOREIGN RESIDENTS AND INTERNS 


The President of the Massachusetts 
Medical Society considered the subject of 
foreign residents and interns in Massa- 
chusetts hospitals of sufficient importance 
to use it as the subject for the Presidential 
Address. This was published in the New 
England Journal of Medicine whose editor 
saw fit to comment. 


Dr. Bearse began by stating that al- 
though 36 per cent of Massachusetts intern- 
ships and 28 per cent of the residencies are 
filled by non-United States graduates, 
there still exists a substantial number of 
unfilled positions in both of these cate- 
gories. 


In 1957, allegedly to protect the hospitals 
from inadequate applicants, the Educa- 
tional Council for Foreign Medical Gradu- 
ates was formed by the American Medical 
Association, the American Hospital Asso- 
ciation, the Association of American Med- 
ical Colleges, and the Federation of State 
Medical Boards. The results of examina- 
tions given by this Council to foreign 
graduates have shown poor results, mostly 
due to a language difficulty. Because of 
the Council and the examination for cer- 
tification, there will be many fewer resi- 
dents and interns available after July, 1960. 


Who examines the examiners? 
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Checking Up! 


About Face 


Cross-Education 


Mongolism 


Meeting the Curve 
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A U.S. Department of HEW survey of 9,596 doctors showed that in 
1958 less than half had had physical examinations within the pre- 
ceding 18 months. Twenty per cent admitted that more than four 
years had elapsed since their last checkup. 


Nitrogen mustard gas (product of World War I) has been found to 
act against solid tumors by combining or cross-linking with com- 
ponents of their cells which prevents them from dividing. Researchers 
hope to find nitrogen mustard effective in prolonging life and easing 
pain in patients suffering from cancer of the lung, breast and colon. 
Unpleasant side-affects of nausea have presented an obstacle but 
one derivitive — Cytoxan— is showing promise in counteracting 
this condition. 


When a person trains one arm or leg he also learns the same skill 
with the other. Strength increases on both sides of the body. 
Twenty-four coeds have been undertaking a grueling weight lifting 
program at the University of Wisconsin’s Motor Learning Research 
Laboratory to determine how muscle development can _ benefit 
crippled children. This experiment is under the direction of Frances 
A. Hellebrandt, M.D., specialist in the science of exercise and re- 
habilitation. 


The U.S. Public Health Service reports that mongolism afflicts more 
than 35,000 infants born in the United States every year. The theory 
that an unknown factor in early pregnancy interferes with the embryo 
has been further developed by the recent discovery that 47 chromo- 
somes were found in mongoloids studied, instead of the standard 
human 46. Mongolism — Hope through Research was written by 
the National Institute of Neurological Diseases and Blindness. 
A free copy may be obtained from the Institute, Bethesda 14, Md. 


A study prepared by the Joint-Congressional Economic Committee 
forecasts that the United States population will increase to an esti- 
mated 196,000,000 in 1965 and 214,000,000 in 1970, which will fur- 
ther raise the demand for medical care. The prediction is also that 
the ratio of doctors to population will fall to about 130.5 per 100,000 
population in 1970 if the number of medical school graduates does 
not increase above currently predicted levels. The Committee re- 
ports that the supply of health facilities will be severely taxed unless 
there is a broadening of such measures as the Hill-Burton Program 
which provides federal aid for construction of these facilities. 
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Mechanical Hand 
For Paralysis 


New Aviation 
Ruling 


State-Wide 
Representation 
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Arthur J. Heather, M.D., medical director of the department of 
physical medicine and rehabilitation of the Eugene duPont Memorial 
Hospital, Wilmington, demonstrates the operation of the mechanical 
hand which he invented and perfected. Charles Daniels, engineer 
who assisted in designing the device, is wearing the six-ounce hand 
which tests prove will withstand years of use. The hand was de- 
veloped under an Easter Seal Grant. 


The Federal Aviation Agency now requires that student and private 
pilots be given their medical examinations by designated medical 
examiners. This rule, effective June 15th, reinstates a practice which 
was dropped in 1945. Physicians who wish to file applications for 
designation may write to: Civil Air Surgeon, Federal Aviation 
Agency, Washington 25, D.C. 


A change in the by-laws of Group Hospital Service, Inc., will provide 
state-wide representation of Delaware physicians on the board of 
the Blue Cross-Blue Shield organization. Six physician members 
will be named by the Medical Society of Delaware. Previously, four 
were named from staffs of the general hospitals in Wilmington and 
two by the New Castle County Medical Society. In addition, the 
board will have six representatives of trustees of hospitals in Del- 
aware and five representatives of the public. 


A medical economics forum will be held at the Sheraton Hotel in 
Philadelphia on June 22nd, sponsored by Medical Economics. Phy- 
sicians in private practice in Delaware are invited to attend and 
participate in practice-related programs. Fees and registration de- 
tails may be obtained by writing Mr. Edward Polo at the hotel, 1725 
Pennsylvania Boulevard, Philadelphia 3, Pa. 
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Personal 
Glimpses 


Reputations At 
Stake 


Occupational 
Diseases 
Climbing 


C. Anthony D’Alonzo, M.D., elected to the board of directors of 
the Industrial Medical Association . . . Costos Terekides, M.D., 
resident at Wilmington General Hospital, awarded $1,000 Mead 
Johnson Fellowship by American Academy of General Practice .. . 
Irvine M. Flinn, Jr., M.D., elected honorary member of the board of 
the Delaware Curative Workshop, in recognition of fifteen years’ 
service . . . Sanford G. Rogg, M.D., presented a paper —‘‘Mental 
Health and Industrial Change” before the American Academy of 
Occupational Medicine. It’s being published in the AMA Archives 
of Industrial Health .. . 

M. A. Tarumianz, M.D., elected president of the National Associa- 
tion of State Mental Health Program Directors and chairman of the 
Ethics Committee of the American Psychiatric Association. Dr. 
Tarumianz was cited for leadership in transforming mental hospitals 
“in the short time of a decade from refuges of despair to havens of 
hope” . . . Robert L. Dewees, M.D., elected president for 1960-61 
of the Delaware Heart Association; Harold A. Tarrant, M.D., elected 
vice-president . . . Walter H. Lee, M.D., elected to the board of the 
Delaware State Hospital, replacing the late Dorsey W. Lewis, 

Floyd I. Hudson, M.D., praised by the Governor for excellent admin- 
istration of the State Department of Public Health, at cornerstone 
ceremonies for the Department’s new building . . . Lewis B. Flinn, 
M.D., and Allen J. Fleming, M.D., elected to the board of the Wel- 
fare Council . . . Robert W. Frelick, M.D., accepted the charter 
of the new Delaware Society of Internal Medicine at the annual 
meeting of the ASIM . . . Thomas H. Hogshead, M.D., addressed 
the N.Y. Convention of Alcoholics Anonymous and credited the suc- 
cess of the DuPont approach in treating alcoholism to the application 
of A.A. principles .. . 


Judge Forte, in ordering dismissal of mal-practice suits against three 
doctors in Lawrence, Mass., pointed out to the jury that the trouble 
and expense of a possible suit incurred every time an operation goes 
wrong, will cause many doctors to be unwilling to take chances. He 
also directed his attack on lawyers who bring these cases to court 
without any real basis. adding, ““Because a man brings an action to 
court doesn’t prove that he is in the right anymore than it means 
that the man charged is guilty.” 


There has been a five-fold increase, spanning a_ twenty-five-year 
period, in the number of physicians working full-time in industrial 
medicine — from 232 in 1934 to 1,247 in 1958 according to Patterns 
of Disease, Parke, Davis and Company’s publication. The number of 
physicians — mainly GPs — engaging in this field on a part-time 
basis is also on the increase, it stated, adding—‘“‘commonest industrial 
health problem is occupational dermatitis — about 90% — caused 
by contact with chemicals.” About half of this is attributed to petro- 
leum products. Silicosis remains a major occupational disease, and 
heart conditions the number one employee disease. 
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EMIL R. MAYERBERG, M.D. — 1892 - 1960 


The Medical Society of Delaware lost one of its most valued senior 
statesmen on May 8th. President of this society in 1941, Dr. Mayerberg 
nad been president of the New Castle County Medical Society eight 
years earlier. 

Born in Goldsboro, North Carolina on May 6, 1892, Dr. Mayer- 
berg graduated from the Philadelphia College of Pharmacy and Science 
in 1912 and Jefferson Medical College in 1916. After serving his intern- 
ship at the Delaware Hospital, he entered practice with Dr. J. Atkinson 
Ellegood, a practice limited to disease of the eye, ear, nose, and throat. 
He was certified by the American Board of Otolaryngology in 1927. 

Dr. Mayerberg was a founding member of the Delaware Academy 
of Medicine, a fellow of the American College of Surgeons, the American 
Academy of Ophthalmology and Otolaryngology, and the Philadelphia 
Laryngological Society. He was a member of the regular staff of the 
Delaware and Wilmington General Hospitals. having been president of 
the staff in each, and a member of the courtesy staff of the Memorial 
and St. Francis Hospitals. He was consultant to Delaware State 
Hospital. 

His community activities were many and varied. He was founder 
of the speech and hearing clinic at the Delaware Hospital, active in the 
Children’s Bureau, the American Red Cross, the Delaware Commission 
for the blind, and former president of the Wilmington Board of Health. . 
He served on the Advisory Medical Board in both World Wars. 
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The medical preparedness plan in the 
State of Delaware should be viewed with 
respect to the unique situation of our com- 
monwealth. The population, estimated at 
400,000, occupies most of a peninsula with 
300,000 residing in the small end of the 
state connecting with the mainland. One 
may travel over excellent roads from one 
end of the state to the other 2% hours 
without exceeding speed limits. Our small 
size and the concentration of the population 
in the urban, northern end has resulted in 
the development of medical preparedness 
especially by the county medical society 
including this area. 


In April, 1951, a county medical chief 
of civil defense was elected. His respon- 
sibilities were (1), to plan full utilization 
of all medical resources, including first aid 
facilities, doctors, and hospitals, (2), to 
coordinate medical emergency provisions 
with the overall civil defense program, and, 
(3), to account to the civil defense author- 
ities for the administration of all emergency 
facilities. The medical chief appointed 
civil defense chairmen for each of the four 
Wilmington general hospitals and a chair- 
man to be responsible for organization and 
administration of first aid stations and 
centers. 


In September, 1952, the members of the 
county society were divided into four 


*Seventh Regional Meeting, Committee on Disaster Medical 
Care, Council on National Security, American Medical Associa- 
tion, Washington, D. C., April 23, 1960. 
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STATUS REPORT ON DISASTER 
PREPAREDNESS PLAN 


OF THE MEDICAL SOCIETY OF DELAWARE 


groups and directed to report in the event 
of emergency to specific hospitals. Plans 
were also made to utilize an orthopedic 
hospital for patients with major fractures 
of the extremities and the spine, and to 
staff first aid stations with physicians as 
well as with members of the dental, nursing, 
osteopathic, and veterinary professions, 
chiropodists, physical therapists, and 
others. Emergency medical stafis were 
divided into the following teams: 


1. Admitting or triage. 
2. Operating teams for general surgery 
and chest surgery, with anesthetists. 
3. Ambulatory surgery. 
4. Fracture teams. 
5. Burns. 
6. Dental teams. 
7. Evacuation. 
8. Laboratory. 
9. Shock. 
10. Medical division. 
11. Recovery room 
12. Evacuation teams. 
13. Reserve unit 


In addition, nurses recruited from alum- 
nae files were asked to stand by for as- 
signment to hospitals in the event of dis- 
aster. Neighborhoods were surveyed and 
questionaires sent designed to uncover vol- 
unteer workers and beds for hospital per- 
sonnel. Plans for increasing the capacity 
of the hospitals were laid. A _ telephone 
call plan was drawn up to notify the staff 
immediately in case of disaster. Neigh- 
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borhood drug stores were contacted by 
hospital pharmacies to serve as sources of 
emergency drug supply. 


In April, 1953, the following subcom- 
mittees of the county medical society 
committee on civil defense were estab- 
lished: burns, chemical, defense, biological 
defense, and radiological defense. 


In May, 1953, commanders of American 
Legion and VFW Posts were contacted to 
ascertain which members had been army 
or navy medical corpsmen and who of these 
people would volunteer their services to a 
civil defense medical plan. 


In February, 1955, a list of women having 
completed Red Cross home nursing courses 
was procured at the request of the Office 
of Civil Defense for Wilmington for assign- 
ment to specific first aid stations. 


In October, 1956, an institute on medical 
management of casualties in disaster was 
organized by the Delaware Chapter of the 
American Red Cross and conducted by a 
medical team from the Walter Reed Hos- 
pital. About 19 other medical organiza- 
tions in Delaware participated, including 
the state and county medical societies, The 
Delaware State Nursing Association, The 
League of Nursing Education, dentists, 
pharmacists, and the OCDM. 


About 1956, and again in 1958, the list 
of physicians assigned to hospitals for civil 
defense duty was revised and brought up 
to date. The latter is the most recent list 
available. 


A list of standing orders to be used by 
first aiders in emergencies when no phy- 
sician is in attendance was approved by the 


state medical society for distribution by 
the Delaware Chapter, A.R.C., to qualified 
first aiders. 


About 1958, one of the hospitals held 
two practice medical disaster drills with 
similated casualties supplied by the Red 
Cross. 


At about this time the OCDM set up 
and demonstrated one of the three 200-bed 
emergency hospitals. 


At the present time the OCDM has a 
comprehensive, over-all plan and physical 
facilities, including 52 sets of first aid sta- 
tion supplies. However, the volunteer per- 
sonnel on which it must depend to imple- 
ment the medical component of the plan 
is lacking. 


The Delaware Chapter of The American 
Red Cross has an active file of about 350 
nurses who have indicated their willingness 
to serve in emergencies. Instruction in 
first aid and home nursing are continuous 
activities. 


The activities of organized medical so- 
cieties in the sphere of civil defense in 
Delaware have varied with the enthusiasm, 
past military experience and available time 
of those appointed to civil defense com- 
mittees. 


The concept of increasingly destructive 
bombs and fallout requires extending our 
horizon in the sphere of medical prepared- 
ness. At the same time, continuation of 
active plans and exercises to meet the local 
disaster and personal emergencies which are 
bound to happen are useful preparatory 
activities. 

Douc.tas M. Gay, M.D.* 


*Member, Civil Defense Committee, Medical Society of Delaware. 


FAMILY PREPARDNESS 


“The Family Fallout Shelter”, Office for Civil Defense Mobilization 
Booklet #MP-15, is available in quantity through state civil defense 
directors. It includes plans for five types of shelter from radioactive 
fallout. The FHA and other agencies will make loans for shelter 
constructions on a direct-to-borrower basis. 
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New Wembers 


Daphne Anderson Roe, M.D., was born in London, 
England, received her medical education at the Royal 
Free Hospital School of Medicine and obtained her 
Delaware license in 1958. Dr. Roe, a specialist in derma- 
tology, likes to paint, read and enter in church activities 
in her extra curricular time, when she isn’t looking after 
her three lively children. Currently Dr. Roe is on a 
public health grant for research on psoriasis. Office: 
1401 West 11th Street, Wilmington. 


C. Patricia Turner, M.D., is a Wilmingtonian. She 
graduated from Meharry Medical College ’49, interned 
at Hubbard Hospital, Nashville, Tenn., and obtained her 
Delaware license in 1952. Her favorite hobby, besides 
her daughter, is chess. Bowling and playing the piano 
run a close second. Dr. Turner is in general practice — 


Office: 1214 French Street, Wilmington. 


@ontributors Column 


George J. Boines, M.D., Jefferson Medical 
College, served his internship at the Reading 
General Hospital, Reading, Pa. and his residency 
at St. Francis Hospital, Wilmington. Dr. Boines 
was in charge of the Poliomyelitis Treatment 
Clinic at the Doris Memorial Unit of the Wilming- 
ton General Hospital from its inception in 1941 to 
1947. Dr. Boines is director of Delaware’s Virus 
Laboratory which was established last year. 

Olin S. Allen II, M.D., Temple University 
Medical School, is a Wilmingtonian — served his 
internship at Memorial Hospital and has recently 
completed his residency in radiology at Reading 
Hospital, Reading, Pa. 

William H. Kratka, M.D., Temple University 
School of Medicine; University of Pennsylvania 
Graduate School of Ophthalmology; residency at 
Wills’ Eye Hospital, is a certified specialist and 
has had numerous articles on ophthalmology 
published in nationally known eye magazines. 
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Elmer Gross, M.D., University of Michigan 
Medical School °53, had a rotating internship at 
Delaware Hospital before completing his graduate 
studies in dermatology at Columbia University. 
Dr. Gross was Assistant and Associate Professor 
of Dermatology and Chief of Syphilis Clinics at 
Temple University from 1941-45. Currently he is 
on the active clinical staff in dermatology at 
Wilmington General, St. Francis and Memorial 
Hospitals. 

Ertugrul Tekisalp, M.D., graduate of Istambul 
University Medical School, ‘53, is in his second 
year of residency at Wilmington General. After 
completing his education, Dr. Teksialp expects 
to return to his home in Izmir, Turkey. 

Kyu Pum Lee, M.D., Seoul University School 
of Medicine, Korea, '56, interned in Washington, 
D. C.; had two years of residency in Ob-Gyn at 
St. Luke’s Hospital, Bethlehem, Pa. and has been 
a resident in internal medicine at Wilmington 
General since July, 1959. 
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Auxi liary Ablairs 


FEATURING THE ACTIVITIES OF THE WOMAN'S AUXILIARY 


TO THE KENT COUNTY MEDICAL SOCIETY 


The Woman’s Auxiliary to the Kent 
County Medical Society is the smallest in 
the State. With twenty-eight practicing 
physicians and every doctor’s wife a mem- 
ber, they are justly proud of 100 per cent 
Auxiliary participation. 


Under the able direction of their Presi- 
dent, Mrs. Harold J. Laggner of Smyrna, 
they meet three times a year at the Dover 
Hotel. Their meetings consist of a lunch- 
eon and social hour followed by a business 
session. Mrs. Robert Layton of Dover is 
Secretary and Mrs. Edward Dennis of 
Dover is Treasurer. 


They are a busy, active group of women 
who take a very special interest in the 
Future Nurses Clubs in the high schools 
of the County. They entertain the girls 
who look forward to becoming nurses and 
see that they have opportunities to visit 
hospitals in the State where they might 
enroll for training. 


A quick glance at some of the activities 
of a few of the members quickly reveals a 
wide range of participation in community 
as well as Auxiliary affairs. 


Mrs. Richard W. Comegys of Clayton at- 
tended the A.A.G.P. Clinical and Scientific 
Meeting in Wilmington last December 
where she acted as hostess with charac- 
teristic competence. She used that same 
efficiency as Chairman of the Red Cross 
Drive in Clayton. She is a former Presi- 
dent of the State Auxiliary, as are Mrs. 
Hewitt W. Smith of Harrington and Mrs. 
Joseph S. McDaniel of Dover, two more 
active contributors. 


Mrs. John J. Lazzeri, of Smyrna, last 
year’s County President, was responsible 
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for the survey of facilities for the Aged in 
Kent County. She reports that a tele- 
phone call to Dr. C. J. Prickett at the 
Welfare Home in Smyrna was rewarded 
with an invitation to visit the Institution. 
She was impressed with the care provided 
at the Home and urges everyone who has 
an opportunity to arrange a visit. 


Mrs. John Krieger of Dover accompanied 
her husband to a meeting of the American 
College of Obstetrics and Gynecology in 
Atlantic City last April and to another 
regional meeting at Hershey, Pennsylvania, 
in the fall. 


Mrs. Henry V. P. Wilson of Dover is 
Chairman of the Commission for the Blind 
and a member of the Board of Directors 
of the Palmer Home in Dover. The Palmer 
Home is one of the very well run homes 
for aged women in the State, and Mrs. 
Wilson has spent much time and effort in 
their behalf. 


A little over a year ago, Mrs. O. J. Pollak 
accompanied her husband to the Orient 
when Dr. Pollak spent five weeks there, on 
invitation, visiting and lecturing on “Diet 
and Atherosclerosis” in universities and 
hospitals in Tokyo, Nikko, Kyoto, Nara 
and Osaka in Japan, Bangkok in Thailand, 
and Hong Kong. This work was aided by 
a travel fellowship from the Albert and 
Mary Lasker Foundation which was 
awarded to Dr. Pollak two years ago. Dur- 
ing their visit, the Pollaks invited their 
overseas doctor friends to visit them in 
Dover. This year they have been pleasantly 
surprised and rewarded with vistors from 
Japan and Hong Kong, which certainly 
gives life in Dover a cosmopolitan flavor. 
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MAJOR MEDICAL MEETINGS IN DELAWARE 
Standing Schedule 


Beebe Hospital General Staff 2nd Friday Monthly 
Delaware Hospital General Staff 2nd Tuesday Feb., May, Sept., Dec. 
Kent General Hospital General Staff 3rd Tuesday Monthly 

Memorial Hospital General Staff 2nd Tuesday Jan., March, June, Oct. 

(Wilmington) 

Milford Memorial Hospital General Staff 2nd and last Tuesdays Monthly 

Nanticoke Memorial Hospital General Staff Ist Thursday Monthly 

St. Francis Hospital General Staff 4th Tuesday March, May, Oct. 

lst Tuesday December 
Wilmington General Hospital General Staff 4th Tuesday Jan., April, Sept., Nov. 
Kent County Medical Society Monthly Meeting 3rd Tuesday September - June 
New Castle County Medical Monthly Meeting 3rd Tuesday September - June 
Society 
Sussex County Medical Society Monthly Meeting 2nd Thursday September - June 

Delaware Academy of Monthly Meeting lst Tuesday September - June 

General Practice 
Delaware Pathology Society Weekly Meeting Each Friday 

Special Schedule 
Delaware Diabetes 5:00 P.M. 

Association General Meeting Lewes, Delaware September 9, 1960 
Medical Society of Delaware Annual Meeting Rehoboth, Delaware September 8, 9, 10, 1960 
Delaware Academy of Medicine Joint Meeting Delaware Academy October 18, 1960 
New Castle County Medical Society of Medicine 


Delaware Diabetes Association 
Speaker: Thaddeus S. Danowski, M.D. 


eens Academy of Annual Lecture Wilmington, Del. November 29, 1960 
icine 
Speaker: Richard H. Overholt, M.D. 
Delaware Academy of Annual Meeting Delaware Academy of December 9, 10, 1960 
General Practice Medicine 
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NEW FROM 


SEARLE 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


just pour powder add cool water and it’s 
from slowly... 


one packet it’s instantly mixed FRVESCENT | 


all the advantages of 
smoothage therapy in 
the relief and correction 


of constipation 


each packet is equivalent to 
one rounded teaspoonful of 
Metamucil powder 


convenient, premeasured- 


dose packets 


stimulates normal peristalsis 


induces natural elimination 


. delightful mild lemon flavor 
promotes regularity 
> INSTANT MIX METAMUCIL 
k stool ft 
avoids harsh laxatives or 
purgatives 


G. D. SEARLE & Chicago 80, Illinois 
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Recent JAMA editorial statement clarifies 
the current controversy about dietary fats 


Excerpted from the March 12, 1960, issue of The Journal of The American Medical Association: 


6¢It is accepted generslly that specific altera- 


tion in the diet will lower the concentra- 
tion of cholesterol in the blood. The most 
effective results to date have been achieved 
by increasing consumption of polyunsatu- 
rated fatty acids, particularly linoleic acid. 
However, indefinitive and conflicting infor- 
mation has left much to the imagination of 
some food processors. Some of the largest 
vegetable oil processors in the United States 
have implied in advertisements that the 
cholesterol level can be lowered merely by 
adding polyunsaturated fatty acids to the 
diet. This selling campaign has created con- 
fusion among lay people, making it increas- 
ingly important that the physician clarify 
for his patients the conditions under which 
changes in the diet will be effective. 


The patient should understand that if he 
increases his consumption of polyunsatu- 
‘ated fatty acids without reducing his in- 
take of other fats, little is gained save for 
additional calories which could lead to obe- 
sity. A particular regimen will be effective 
only if polyunsaturated fatty acids are re- 
sponsible for an appreciable percentage of 
the total fat calories. That is, they must re- 
place rather than supplement some of the 
saturated fats and oils already in the diet. 


Some manufacturers cite the “iodine 
number” of a fat or oil as evidence of the 


unsaturated fatty acid content of their prod- 
uct. This number is not a reliable indicator 
of therapeutic value because it measures 
monounsaturated and polyunsaturated fatty- 
acid content at the same time. A monoun- 
saturated acid, like oleic, takes up two iodine 
atoms but does not affect the cholesterol 
concentration of the blood. A polyunsatu- 
rated acid, like linoleic, takes up four iodine 
atoms. In a product containing large 
amounts of oleic acid and small amounts of 
linoleic acid, the iodine number is nearly the 
same as it would be for a product contain- 
ing little oleic acid and a modest amount of 
linoleic acid. Cottonseed oil has an iodine 
number of 110 and corn oil a number of 
127; yet they each have about the same 
amount of linoleic acid. 
Low-fat diets will not reduce the concen- 
tration of circulating cholesterol and 
lipoproteins as effectively as will diets 
coktaining an adequate percentage of poly- 
unsaturated fatty acids. Weight-reduction 
regimens are basically low in fat, and if a 
lowered cholesterol level is necessary, plan- 
ning must be done to maintain the proper 
ratio of saturated to unsaturated fats. 


Herbert Pollack, M.D. 

Associate Professor of Clinical Medicine 
Postgraduate Medical School 

New York University, New York 


_ Where a vegetable (salad) oil is medically recommended for a cholesterol depressant regimen .. 
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Lean Beef Tips Veronique an example 


of giorious eating from Wesson 


WESSON’'S IMPORTANT CONSTITUENTS 


Wesson is 100% cottonseed oil-winterized and of selected quality 
Linoleic acid glycerides (poly-unsaturated) 

Oleic acid glycerides (mono-unsaturated) 

Total unsaturated 

Palmitic, stearic and myristic glycerides (saturated) 

Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12% 


Never hydrogenated—completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


FREE Wesson recipes, available in quantity for your patients, 
show how to prepare meats, seafoods, vegetables, salads and 
desserts with poly-unsaturated vegetable oi/. Request quantity 
needed from The Wesson People, Dept. N, 210 Baronne St., 
New Orleans 12, La. 
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| COGNAC BRANDY 
meprobamate plus d-amphetamine... ga Proof | Schiettelin & Co., New York. 


reduces appetite...elevates mood...eases 
tensions of dieting... without overstimula- 
tion, insomnia or barbiturate hangover. 


Dosage: One tablet one-half to one hour before each meal. 


anorectic-ataractic 


| Physicians’ and Surgeons’ 


PROFESSIONAL 
| | Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. o 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 


Sky lake lodge ond 50 The Sussex County Medical Society 


individual cozy cottages high 
on a beautiful mountain WRITE OR PHONE 
lake. (Alt. 1600 ff.) Natu- 
rally wooded setting. Activ- 
ities for all ages; swimming, J. A. Montgomery, Inc. 
sailing, water skiing, fishing, DuPont Bidg. 10th & Orange Sts. 
entertainment. Famous for 
fine food | 87 Years of Dependable Service 
| Write for color booklet or phone Hawley 4596. | Phone Wilmington OL 8-647] 
LENA PE VILLAGE 
| __ Tafton, Pike Co., Pa. in the Poconos | | can 
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sulfa therapy suited 
to young tastes 


and 
tempers... 


Employs the N’ acetyl form of KYNEX to impart high 
palatability yet retain single-daily-dose effectiveness and CHERRY LIQUID AND 1-DOSE-DAILY a 
rapid, high sustained action against sulfa-susceptible infec- 
tions. Dosage: first day, 1 tsp. (250 mg) for each 20 lbs.; 
thereafter, 12 tsp. daily for each 20 lbs. For 80 Ibs., use 
adult dosage of 4 tsp. (1.0 Gm.) initially; and 2 tsp. 
(0.5 Gm.) thereafter. Taken once a day—preferably after 
a meal. Supplied: Each tsp. (5 cc.) contains 250 mg. N! Acetyl Sulfamethoxypyridazine = 
sulfamethoxypyridazine activity. Bottles of 4 and 16 fl. oz. ACETYL PEDIATRIC SUSPENSION ; 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 


sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 


HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 


PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 


Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 cc, teaspoonful). 


his the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN™-— potassium phenethicillin 
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or every topical indication, 
Burroughs Wellcome ‘SPORIN’... 


@ Combines the anti- 
inflammatory effect 
of hydrocortisone with 
the comprehensive 
b 


| brand OINPMENT actericidal action 
| of the antibiotics. 


OINTMENT: Tubes of % oz. and 4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4% and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW Lotion: Plastic squeeze bottles of 20 ce. 
Powper: Shaker-top bottles of 10 Gm. 


| ® Offers combined anti- 
biotic action for treating 
conditions due to suscep- 


brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of % oz., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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o YVOnnagel win NeOomycin 


Prompt and more dependable control of OONNAGEL: In each 30 ce. (1 ft. oz.): ‘ 
virtually all diarrheas can be achieved with the Pectin (2 8F.)..cccccccccccccseeeee 142.8 mg. 


Hyoscyamine sulfate ........0.1037 mg. 
comp rehensive DONNAGEL formula, which pro- Atropine sulfate ................0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 


vides adsorbent, demulcent, antispasmodic and enmetethet.... hen 


sedative effects— with or without an antibiotic. 


Early re-establishment of normal bowel Same formula, plus 
Neomycin sulfate 300 mg. 


function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit siace 1878 
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The first synthetic penicillin 
available 
or general clinical use 


PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 

LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 

HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 ml. bottles—when reconstituted, 125 mg. per 5 mil. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


potassium phenethicillin (POTASSIUM PENICILL 


ANTIBIOTIC REDUCE 
ACTIVITY RATE OF 
DIRECTLY INACTIVATION 
PROPORTIONAL BY STAPH 

TO ORAL DOSE PENICILLINASE 


SOME STAPH 
STRAINS MORE 
SENSITIVE TO, 
SYNCILLIN 
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meprobamate plus 

- d-amphetamine... suppresses 
appetite...elevates mood... 
reduces tension... without 


insomnia, overstimulation 
or barbiturate hangover. 


“anorectic-ataractic 
Dosage: One tablet one-half to one hour before each meal. 
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JOHN G. MERKEL 
& SONS 


Physicians — Hospital — 
Laboratory — Invalid Supplies 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware 


FRAIM’S DAIRIES 


Quality Dairy Products 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 


PATRONIZE 


THE 
ADVERTISERS 
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CANCER 
INVENTORY 


Never has cancer been under such concerted 
| attack as today. To assess the progress made, the 
American Cancer Society and the National Cancer 
Institute are sponsoring the 4th National Cancer 
: Conference, September 13, 14 and 15, 1960, at the 
| University of Minnesota, in Minneapolis. 

The conference theme is “Changing Concepts 
Concerning Cancer.” Attending will be clinicians 
and research workers from the United States and 
other countries, as well as residents, interns and 
medical students. 

By providing such opportunities for keeping the 
medical profession informed of latest advances, the 
Society's Professional Education program helps to 
bridge the gap between research laboratory and 
physician’s office. 


AMERICAN CANCER SOCIETY 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 


Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 


And although amphetamine-barbiturate combina- patient of long-term drug therapy can be avoided. 


tions may counteract excessive stimulation — they 
often deepen depression. Acts safely —- no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


“Deprol* 


* 
WALLACE LABORATORIES / New Brunswick, N. J. 
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logical 
rescription for 
overweight patients 


anorectic-ataractic 


meprobamate plus d-amphetamine... ELIGIBLE DEPENDENTS. 

depresses appetite...elevates mood... 

eases tensions of dieting... without over- PHYSICIANS 
stimulation, insomnia or barbiturate eae 
hangover. 


: Dosage: One tablet one-half to one hour before each meal. 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Book sent to you FREE upon request. 


PHYSICIANS CASUALTY & HEALTH 


Handsome Professional Appointment 


PROTECTION AGAINST LOSS OF IN- 
| ) COME FROM ACCIDENTS & SICKNESS 
meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 


60 T0 


yes, any rheumatic“‘itis” calls for 


® 


TABLETS 


corticoid Salicylate 
compound 


$G-J-358 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. 


NOTE: To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION, re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


COMPARATIVE ORAL SERUM LEVELS” 
Fasting and Non-Fasting States / 250 Mg. Dose 


AVERAGE SERUM LEVELS Mog./Mi. 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


: 
: 
i 
Beret. 
bd 
ate 
: 
3 
: 
2 
4 
a-ph ici assium 4 
> 
: 
be 
, 
Manpen 
3 
20 «ee Maxipen, Non-Fast 
pericihn V potassium, 
eee 
25 
; 
: 
eee 
to 
e 
2 
‘ 
hh 
ie 


DELAWARE MEDICAL JOURNAL 


Today—as before— 
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Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 


appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


ETTES 


KING 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 


smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 
tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


lf you would like the 
booklet for your own use, 
‘The Story of Kent,”’ 
write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Today —as before —for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes — through Lorillard Research! 
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DICTATING 
TRANSCRIBING 
CLARITY 


offers true “professional” dictating 
transcribing sound and efficiency 


Doctor, Lawyer, Office Chief...here isthe sound- tary will hear and enjoy every word of your 
est practice you can establish to end paper-work error-free dictation. Doctors and Dentists can 
problems. LISTEN: StenOtape gives you the Play their post graduate educational tapes on 
greatest clarity of sound in the dictating field StenOtape and enjoy superb playback quality. 
today. This 6% lb. compact unit, with its ex- At the office, home or away, StenOtape records 


tremely sensitive microphone records every word ©VY€TY thing up to 2 hours on one tape... phone 


a ; calls, conferences, dictation, even music! Hear 
perfectly within a 30 foot radius. You can actu- the StenOtape difference 


ally dictate comfortably from any point in the ve . 
room. Seated and relaxed, you can tape inter- = am exceptional a? 179 
f 


views with a patient or client; and because o 
StenOtape’s unique sound-fidelity, your secre- pFuLt vVEAR GUARANTEE Federal Tax Included 


Check These Other Major StenOtape Features: AMERICAN GELOSO ELECTRONICS, INC. 


@ Accurate word-counter. @ Built-in Speaker. @ 4” 4 251 Park Ave. So., Dept.65, New York 10, N. Y 
high, weighs only 6% lbs. @ Travels in handsome ; amie. 

attache case. @ Low-cost accessories available to Gentlemen: Please rush, without obligation, illus- 
‘di tati ‘bi rdi trated booklet “The Facts About Dictating 
over every dictating - transcribing-recording situa- § Machines.” I understand that should I decide to 
tion. @ Precision designed by Geloso, Europe's largest ' purchase a StenOtape this coupon entitles me to 
integrated electronics manufacturer of communica- a lifetime supply (6 rolls) of reusable Magnetic 
tion equipment. @ Sales and Service Coast to Coast. Tape worth $15.00.* *Offer expires July 31, 1960 


LIFETIME SUPPLY 
FREE! tare 
a MAIL THIS COUPON NOW! 
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no irritating crystals - uniform concentration 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes.... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’@ 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”. In 5 cc. and 2.5cc 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


&: MERCK SHARP & DOHME Division of Merck & Co., INc., Philadelphia 1, Pa. 
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Dimetane works in 

all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
clinical studies to date: 
Dimetane provides : 
unexcelled antihistaminic 
potency with minimal ' 
side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), 

Tablets (4 mé.), 

Elixir (2 mg./5 ce.). 
Parenteral: Dimetane- 


or Dimetane-100. 
Injectable (100 mg./cc.); 
“A. Robins Go., inc., 
Richmond 20, Virginia 
Ethical Pharmaceutica 
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anorectic-ataractic ® 


BAMADEX 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets | 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 


s d-amphetamine depresses appetite and 
elevates mood 

s meprobamate eases tensions of dieting | 
(yet without overstimulation, insomnia or | 
barbiturate hangover). ; 


Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


| 
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ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


INDEX OF ADVERTISERS 
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e increases bile 
DECHOTYL Stimulates 
the flow of bile — 
a natural bowel 
regulator 


improves motility 
DECHOTYL gently stimulates 
intestinal peristalsis 


e softens feces 
DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DEcHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS® 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician 


Action usually is gradual, and some patients may need I or 2 TRABLETS 3 or 4 times daily. AM ES 
COMPANY, INC 
Contraindications: Biliary tract obstruction; acute hepatitis. Elkhort + indiana 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


* AMES T.M. for trapezoid-shaped tablet. 
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improve your patients’ mood and 
help them stick to their diets: 


Each ‘Dexamyl’ Spansule_ sustained 


® Spansule® capsules 
nee release capsule (No. 2) contains 
Tablets + Elixir ‘Dexedrine’ (brand of dextro ampheta- 
mine sulfate), 15 mg., and amobarbital, 


1% gr. Each 'Dexamy!’ Spansule capsule 
(No. 1) contains ‘Dexedrine’, 10 mg., and 


brand of dextro amphetamine and amobarbital 
amobarbital, 1 gr. 


Each ‘Dexedrine’ Spansule sustained 


To curb appetite and to restore energy when your 

release capsule contains dextro amphet- 
patient is listless and lethargic: 
DEXEDRINE® Spansule® capsules « Tablets « Elixir SMITH 


brand of dextro amphetamine KLINE é& 


FRENCH 
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